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FOREWORD 


This book gathers together for ready reference brief 
descriptions of arrangements made for the provision of 
health and welfare services to Canadians, resumés of 
recent events in the evolution of those arrangements, and 
pertinent statistics of their operation. Most of the contents 
were prepared by the Research and Statistics Directorate 
of the Department of National Health and Welfare for the 
chapter, ''Health, Welfare and Social Security" of the 
1970-1971 Canada Year Book. Certain other material is 
included here that for brevity was omitted from that 
chapter. 

The Directorate is indebted to many officers of the 
Department for contributing to various passages; the other 
sections were prepared by the staff of the Directorate. 


The editor was Mr. Arthur F. Smith. 


at 


John E. Osborne, 
Director, 
Research and Statistics. 
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HEALTH AND WELFARE SERVICES 


IN CANADA 


INTRODUCTION 


Among the significant developments in the period January 
1969 to June 1970 was the completion of the Task Force Reports 
on the Cost of Health Services in Canada. These reports con- 
tain almost 400 recommendations on methods to restrain the rate 
of increase in health service costs while maintaining and 
improving the quality of care. Many of these recommendations 
will be implemented by the federal and provincial health 
departments. 


Since the July 1, 1968 inception of the federal Medical 
Care Insurance Program, in which Saskatchewan and British Columbia 
were the original participating provinces, five more provinces 
have entered the plan. They are Manitoba, Newfoundland, Nova 
Scotia, Alberta and Ontario. The three other provinces were 
reported planning to enter by the end of 1970. 


Because of increasing concern over the detrimental effects 
of D.D.T. on the environment and its potential hazard to health, 
the Food and Drug Directorate has restricted the use of this 
chemical. This move is intended to reduce the residue level 
and improve the environment for fish and game as well as humans. 
The use of cyclamates in beverages, dietetic desserts, paediatric 
drugs, and dietetic canned fruits is being phased out due to 
their possible carcinogenic properties. The use of cyclamates 
will be allowed only under close medical supervision. 


The growing problem of environmental pollution has resulted 
in a number of activities by the Department. One of the most 
Significant is the national Standards for Drinking Water Quality. 
These standards will assist provincial and municipal authorities 
in providing greater protection for drinking-water supplies. 

An Air Pollution Control Division has been formed in the Depart-— 
ment to monitor air pollution and to set standards for emission 
of pollutants. 


Activity to reduce the smoking of tobacco products by 
Canadians continued. Information, advertisements, and legis- 
lative proposals have been developed by the Department to make 
citizens aware of the dangers of smoking and to reduce the number 
of children taking’ up''smoking/'~ Publication of “the tat’ and 
nicotine content of various brands of cigarettes was one of the 
most significant events to date. Legislative proposals made 


- 2- 


in 1968 regarding advertising and levels for tars and nicotine 
are still being considered. 


A survey of radiation from colour television sets has 
resulted in the preparation of legislation for the control of 
radiation from all radiation-emitting appliances including 
television sets, lasers, microwave ovens, and microwave dryers. 


The interim report of the Commission of Inquiry into the 
Non-medical Use of Drugs was tabled. It recommends that research 
be continued into the social and pharmacological effects of 
marihuana and that adequate treatment facilities be provided 
for persons using drugs. The necessity of more information to 
be disseminated was stressed, and it was suggested that young 
people play a major role in drug education. It also recommended 
that the use of marihuana be controlled through the Food and 
Drugs Act rather than the Narcotic Control Act, and that there 
be certain changes in the handling of convictions. 


The Department of National Health and Welfare will begin a 
National Survey of Nutrition in September 1970. A trial survey 
has already been undertaken in Burlington, Ontario. The objective 
of the survey is to provide basic information on the nutritional 
well-being of Canadians for the planning of public health pro- 
grams, and for the development of the Food and Drug regulations. 
It will estimate the incidence of nutritional diseases and 
disorders in groups of the Canadian population, characterized 
by such factors as geographical location, type of community, 
income level, and the age and sex of individuals. It will also 
identify the types of foods and estimate the quantity normally 
ingested by individuals in order to determine the levels of 
ingestion of nutrients, food additives, non-nutritive substances 
and pesticide residues. 


In 1969 the National Council of Welfare, an advisory body 
to the Minister of National Health and Welfare, was reconstituted 
as a citizens' advisory council. Representatives of low-income 
or disadvantaged minority-group organizations comprise almost 
half the membership of this Council. A Division has been 
established within the Department to act as a secretariat for 
the Council and to provide a continuing liaison between it and 
these low income groups. 


The federal-provincial Task Force on a Developmental Approach 
to Public Assistance, the federal-provincial Working Group on 
Costs of Welfare Programs, and the Study Group on Alienation, 
established by the federal-provincial Conference of Ministers 
of Welfare early in 1969, continued their work. The Study 
Group on Alienation has conducted an extensive program of 
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research on a nation-wide basis as well as in particular pro- 
vinces to determine the alienating factors in the welfare 
system, to experiment with structures that could overcome 
these alienating factors, and to recommend remedial action on 
the part of the welfare ministers. 


The Department of National Health and Welfare submitted 
a brief to the Special Senate Committee on Poverty, chaired 
by Senator Croll, in February 1970. The brief describes the 
Department's policies against poverty and its role in pro- 
viding services, or assisting in the provision of services, 
for the population as a whole as well as especially vulnerable 
groups. 


Old Age Security pensions were increased two per cent, 
again, as the Consumer Price Index showed a continued rise. 
The pension rose to $79.58 per month in 1970. Combined with 
the Guaranteed Income Supplement, monthly payments total 
$111.41 per pensioner. Benefits are now available at age 65 
compared to age 66 in 1969; the year-by-year progressive 
reduction of the age of pension availability is now complete. 


Under the Canada and Quebec Pension Plans benefits have 
become available to persons retiring at age 65 or over. These 
benefits have been increased to a maximum of just under $48 
per month as of June 1970. Survivors', dependents', and 
disability pensions have also been increased. -As of Décember 
1969 about 170,000 persons were receiving benefits under the 
Canada and Quebec Pension Plans. 


Work is now underway in the Department of National Health 
and Welfare on a White Paper on Income Security, dealing with 
programs for low income and disadvantaged persons in Canada. 
The White Paper is expected to be issued in late 1970. 
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PART. Io=. PUBLIC HEALTH 


Provincial governments bear the major responsibility for 
health services in Canada, with the municipality often assuming 
considerable authority over matters delegated to it by provincial 
legislation. The federal government has jurisdiction over a 
humber of health matters of a national character and provides 
important financial assistance to provincial health and hospital 
services. All levels of government are aided and supported by 
a ponent of voluntary agencies working in different health 
fields. 


Section 1 - Federal Health Activities 


The Department of National Health and Welfare is the chief 
federal agency in health matters but important treatment 
programs are also administered by the Departments of Veterans 
Affairs and National Defence. The Dominion Bureau of Statistics 
is responsible for collection, analysis, and publication of 
national health statistics, the Medical Research Council and 
the Defence Research Board administer medical research programs, 
and the Canada Department of Agriculture has certain health 
responsibilities connected with food production. 


The Department of National Health and Welfare has both a 
direct role in health activities and a supportive role to the 
provinces. Direct health care activities are concentrated 
mainly in the Medical Services Branch of the Department, which 
provides health services to Indians and Eskimos, operates 
quarantine and immigration medical services, administers the 
Civil aviation medical program for the Department of Transport, 
and provides medical counselling and emergency medical service 
to federal civil servants. The Food ano Drug Directorate is 
also actively involved in health care by maintaining surveil- 
lance over the manufacture, advertising, packaging, and 
distribution of foods, drugs, cosmetics, and medical devices 
as well as performing research in respect to standards for 


these items. 


Advisory services, co-ordination of programs, and liaison 
activities: with the provinces are provided by the Health Services 
Branch in the areas of child and maternal health, dental health, 
epidemiology, mental health, nutrition, health education, 
smoking and health, rehabilitation, and emergency health | 
services. Standards are also set in this Branch for clinical 
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laboratory services, biological products, levels for radiation, 
and environmental pollution. Financial support to the provinces 
on a cost sharing basis for hospital and medical insurance and 
health resources is provided by the Health Insurance and 
Resources Branch, 


Subsection 1 - Food and Drug Control 


The provisions of the Food and Drugs Act, administered by 
the Food and Drug Directorate of the Department of National 
Health and Welfare, apply to the manufacture, advertising, 
packaging, and distribution of foods, drugs, cosmetics, and 
medical devices anywhere in Canada. Powers are given under 
this legislation to maintain the safety, purity, and quality 
of food and drug products and to prevent misrepresentation in 
labelling and advertising. The Act specifically prohibits the 
advertising of any food, drug, cosmetic, or medical device as 
a preventive or cure for a number of serious diseases. This 
feature of the Act is thought to be unique to Canada and it 
has proven valuable in the prevention of fraud. 


Standards of safety and purity are developed through 
laboratory research and maintained by means of a regular and 
widespread inspection. The inspection of food-manufacturing 
establishments plays a major role in the production of clean, 
whosesome foods containing ingredients that meet recognized 
standards. Changing food technology requires the development 
of methods of laboratory analysis to ensure the safety of new 
types of ingredients and packaging materials. The Food and 
Drug Regulations list chemical additives that may be used in 
foods, the amounts that may be added to each food, and the 
underlying reason. Information on new additives must be sub- 
mitted for careful review before they are added to the permitted 
list. Considerable emphasis is placed upon studies to ensure 
that the levels of pesticide residues in foods do not constitute 
a health hazard. The effect of new packaging and processing 
techniques on the bacteria associated with food spoilage is also 
Of special concern. 


The Food and Drug Directorate regulate both the manufacture 
and distribution of drugs in Canada. The conditions under which 
drugs are to be manufactured are described in the Manufacturing | 
Facilities and Control regulations. They relate to atin ern 
employment Of qualified personnel, quality control procedures 
maintenance of records, anda suitable system to enable a 
complete and rapid recall of any batch of drugs from the market. 


on of 


Pharmaceutical plants are regularly visited by inspectors to 
ensure that the drugs produced are of a suitable quality to 
be sold in Canada. 


The control over the distribution of drugs is based on 
the relative safety of a drug and its potential for abuse. 
Accordingly, there are different levels of control. Since 
1966, every manufacturer and distributor of drugs in Canada 
is required to submit to the Food and Drug Directorate informa- 
tion on all the products he is marketing in Canada. From this 
and other information decisions are made regarding the types 
of control procedure that will be implemented. 


A limited number of drugs in specified dosage ranges may 
be sold through any outlet under the Patent and Proprietary 
Medicines Act. Registration under this Act allows a manu- 
facturer to sell secret formula preparations and make limited 
claims for the product. The majority of drug products, however, 
are limited to sale on prescription and are usually dispensed 
to patients through a pharmacy. Narcotics and controlled 
drugs are closely regulated and detailed records kept of all 
transactions involved in the legitimate use of these products. 
The illicit market in narcotics and similar products ‘is the 
responsibility of the Royal Canadian Mounted Police, and other 
law-enforcement agencies. Close co-operation is maintained 
between these agencies and the Food and Drug Directorate. 


When new drugs with unknown properties are to be placed 
on the market detailed information is demanded of the manu- 
facturer. This information includes data on adverse side 
effects, the manufacturing process to be used, the results of 
the drug in clinical tests, and the formulation of the dosage 
forms. The data are carefully reviewed by the Directorate to 
ensure that the drug is safe and that it is effective for the 
purpose claimed. Even after the drug is marketed the Food 
and Drug Directorate maintain a close watch over the side 
effects encountered in practice. “If it proves to be relatively 
safe and effective it is no longer classed as a new drug, but 
if it appears that it may be unsafe the manufacturer would be 
asked to remove it from the market. 


The Directorate conduct an adverse-drug-reaction reporting 
program across Canada to recognize and investigate reactions 
to drugs. The co-operation of the medical, dental, veterinary, 
and pharmaceutical professions is also solicited in advising 
the Directorate of such reactions in private practice. 


Subsection 2 — Medical Services 


Through its Medical Services Branch, the Department of 
National Health and Welfare provides several direct and in~ 
direct types of medical service, as described in the following 
paragraphs. “Indirect" services are provided by hiring local 
services where practicable. 


Indians and Eskimos. - Medical and public-health services | 
are made available to registered Indians or Eskimos who are 
not included under provincial arrangements and who are unable 
to provide for themselves. Much of the service in treatment 
and health education is rendered to the patients through 46 
departmental out-patient clinics and 91 health centres staffed 
by medical and other public health personnel. In remote areas, 
the key facility is frequently the departmental nursing station, 
a combined emergency treatment and public health unit usually 
having two to four beds under the direction. of one or two 
nurses; 57 of these are operated throughout Canada. 


Where practicable, there has been considerable integration 
of Indians in provincial and municipal health agencies, so that 
the number of hospitals and other facilities provided specifi- 
cally for them have been reduced accordingly. At present the 
Department maintains 13 hospitals at strategic points and 
co-operates elsewhere with community, mission, or company 
hospitals. Indians are included under all provincial prepaid 
insurance plans for hospital care and other forms of insured 
medical care. Indian and Eskimo health workers are trained 
to give instruction’ inihealth, care and sanitation. 


Northern health. - Because of the special problems in 
developing health services in the Far North, the Department 
has been given the responsibility of co-ordinating federal 
and territorial health care for all residents. In so doing, 
it undertakes the functions of a health department for the 
Council of the Northwest Territories and assists the govern- 
ment of the Yukon in the provision of certain health services. 
Hospital insurance plans are in effect in both territories. 


In the Yukon, services for the total population, adminis- 
tered through the Commissioner for the Yukon and provided on 
a cost-sharing basis with the Department of National Health 
and Welfare, include complete treatment for tuberculosis, 
payment for services rendered at the Alberta cancer clinics, 
mental hospital care through arrangements with the province 
of British Columbia, and medical care for indigent patients. 


we ee 


‘Public~health nursing services, measures for the control of 
communicable diseases, and administration of the principal 
public hospital are primarily the responsibility of the Depart- 
ment. 


Similar services are provided in the Northwest Territories 
with costs shared between the territorial government and the 
Departments of National Health and Welfare and of Indian Affairs 
and Northern Development. 


Sick_ mariners. - As of mid-1970, the Department provides 
compulsorily prepaid medical, surgical, hospital, and other 
treatment services to crew members of all foreign-going ships 
arriving in Canada and Canadian coastal vessels in interpro- 
vincial trade, and offers medical, surgical, and other treat- 
ment prepayment on an elective basis to crew members of Canadian 
fishing vessels. (Canadian seamen obtain their hospital care 
under the provincial hospital insurance plans.) 


Quarantine. - Under the Quarantine Act, all vessels, air- 
craft, and other conveyances and their crew and passengers 
arriving in Canada from foreign countries are inspected by 
quarantine officers to detect and correct conditions that 
could lead to the entry into Canada of such diseases as small- 
pox, cholera, plague, yellowfever, typhus, and relapsing fever. 
Fully organized quarantine stations are located at all major 
seaports and airports. 


Immigration. - Under the Immigration Act and the Depart- 
ment of National Health and Welfare Act, the Immigration 
Medical Service conducts in Canada and other countries the 
medical examination of all applicants for immigration to Canada 
and provides treatment for certain classes of persons after 
arrival in Canada, including immigrants who become ill en 
route to their destination or while seeking employment. 


Public service health counselling. - Health counselling 


is offered through Medical Services Branch units to federal 
employees throughout the country. This service is primarily 
diagnostic and advisory only, but emergency treatment may 
also be given. 


Civil aviation medical assessment service. - Air pilots 
and other air personnel are routinely examined by this service 
for physical and mental fitness for the performance lof their 


duties. 
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Regulation of hygienic standards. - The Department is 


responsible for enforcing hygienic standards on federal pro= 
perty including ports and terminals, interprovincial means 
of transport, and on Canadian ships and aircraft. 


Coast Guard medical service. - The Department provides 
a medical service for the Canadian Coast Guard. 


Subsection 3 - Medical Research 


Federal government expenditures for health sciences 
research are“estimated sat .s59e5 million “for 1969-70. “This “is 
a substantial increase from the expenditure of $44.7 million 
in 1967-68. The expenditures are almost totally accounted 
for between the Medical Research Council, $30.9 million, and 
the Department of National Health and Welfare, $27.1. 


Federal grants supporting the development of health 
sciences research and research personnel in universities and 
hospitals have been channelled mainly through the Medical 
Research Council, although significant outlays are made by 
other agencies in special fields such as public health, health 
care systems, and defence. The Medical Research Council spent 
$30.9 million in 1969-70 of which $12,051,000 was allocated 
for annual grants-in-aid, $6,875,500 for three-year term 
research projects, $1,844,000 for equipment grants, $7,718,000 
for research scholarships and fellowships, and $2,402,000 for 
other research promotion. These data include dental and 
pharmaceutical research which had formerly received assistance 
through the National Research Council; pharmacy research 
assistance was included in the 1968-69 M.R.C. expenditures 
and both pharmacy and dental research were included in 1969-70. 
These changes were part of the change by which the Medical 
Research Council became an autonomous group which reports to 
parliament through the Minister of National Health and Welfare. 
Before April lst, 1969 it was part of the National Research 
Couneil? 


The Department of National Health and Welfare accounted 
for the greatest amount of intramural expenditures, $8.8 
million, on research and development studies and related 
scientific activities. The major fields in which research 
was performed were environmental health, pharmacology, 
nutrition, microbiology, pesticides, food additives, clinical 
laboratory procedures, radiation protection, health services, 
prosthetics, epidemiology, and physical fitness. The Depart- 
ment of Veterans Affairs support a variety of clinical studies 
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in chronic disease problems including psychiatric research. 
This research totalled $457,000 in 1969-70. Studies in radia- 
tion biology and other life sciences important to health are 
conducted by the National Research Council. 


: The Department of National Health and Welfare in 1969-70 
distributed $4.4 million under the Public Health Research 
Grant for applied and developmental research projects conducted 
by universities, hospitals, health departments, and other 
nonprofit health organizations. A further $1,062,000 was pro- 
vided under the newly established National Health Grant. In 
addition, the Department gave $143,000 for physiological 
research under the Fitness and Amateur Sport Grant, and 
$61,000 for smoking and health research. The expansion of 
research facilities continues to be one of the key objectives 
of the Health Resources Program of the Department of National 
Health and Welfare. It is estimated that $13 million or 40 
per cent of the Health Resources Fund expenditures in 1969-70 
were used to build research facilities as an integral part of 
the program to expand the training of health personnel at 
medical and dental schools and affiliated centres. 


The principal voluntary agencies supporting medical 
research in Canada, related to their special interests, are 
the National Cancer Institute, Canadian Arthritis and Rheuma- 
tism Society. The Interdepartmental Committee on Medical 
Research provides a forum for the sharing of information and 
support of medical research to which the voluntary agencies 
are invited. 


Subsection 4 -—- Consultative and Technical Services 


The Department of National Health and Welfare extends 
consultative and technical services to the provinces over a 
broad range of health activities. The consultant divisions 
of the Health Services Branch are concerned with the following 
areas: epidemiology including disease surveillance; communi- 
cable disease control as exemplified by the Canadian Communi- 
cable Disease Centre that serves as the national reference 
laboratory for diagnosis of bacterial and viral diseases; child 
and adult health including mental health, dental health and 
nutrition;-and rehabilitation, emergency health and environ- 
mental health programs described elsewhere. The federal health 
department also provides technical advisory services to the 
provinces through its Health Insurance and Resources Branch. 

In addition, research and statistical services and health 
information in the form of literature, films and radio programs 
are supplied on a variety of subjects such as mental health 


and smoking. 
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Section 2 -— Federal-Provincial Health Activities 


The Department of National Health and Welfare serves the 
provinces in an advisory, technical, and co-ordinating capacity 
and administers grants to provincial and voluntary health 
agencies. Administration of federal aspects of the Health 
Resources Fund and of programs relating to hospital insurance, 
medical insurance, the Canada Assistance Plan, and National 
Health Grants is a major activity. Co-ordination with the 
provinces on health matters is facilitated by the Dominion 
Council of Health. 


Subsection 1 -—- Medical Care 


The expression "medicare" is commonly used in referring 
to the federal Medical Care Insurance Program. This program, 
established under the Medical Care Act*, has permitted the 
federal government, since uly 1) 1968; to contribute half 
of the national cost of insured services to those provinces 
operating medical care insurance plans which meet certain 
minimum criteria. 


Two provinces, British Columbia and Saskatchewan, became 
participants in the federal plan from its inception. Manitoba, 
Nova Scotia and Newfoundland entered on April 1, 1969, Alberta 
on July 1, and Ontario on October 1. It was anticipated that 
the three remaining provinces would enter the program by the 
endvof 197.0. 


The federal government does not operate a medical care 
insurance plan as such or sell medical care insurance to in- 
dividual families. These activities are within provincial 
jurisdiction. The Medical Care Program is essentially a grant- 
in-aid activity that the federal government introduced to 
assist the provinces in making it possible for all Canadians 
to have access to necessary medical care. The program is in 
some respects analogous to the national Hospital Insurance 
and Diagnostic Services Program, described elsewhere, 


*The administration of the Act in relation to the federal 
area of responsibility, is described in the first "Annual 
Report of the Minister of National Health and Welfare 
Respecting Operations of the Medical care Act for the Fiscal 
Year Ended March 31, 1969". 


= ¥5°S 


Specifically, the federal government contributes to any 
One participating province half the per Gapita cose Of «alt 
insured services furnished under the plans of all participating 
Provinces, multiplied by the number of insured persons in that 


one province, The minimum criteria which must be met are the 
following. 


(1) Comprehensive coverage must be provided for all 
medically required services rendered by a physician 


or surgeon. There can be no dollar limit or 
exclusion except on the ground that the service was 
not medically required. The federal program includes 
not only those services which have been traditionally 
covered as benefits to a greater or lesser extent by 
the health insurance industry, but also preventive 
and curative services which have been traditionally 

covered through the public sector in each province; 
for example, the medical care of patients in mental 
and tuberculosis hospitals and those services of a 
preventive nature provided to individuals by phy- 
Sicians in public health agencies. 


(2). The plan must be universally available to all eligible 
residents on equal terms and conditions and must cover 
at least 90 per cent of the total eligible provincial 
population at the outset of the program and at least 
95 per cent after April 2, (1971. This “uniform terns 
and conditions" clause is intended to ensure that 
all residents have access to coverage and to prevent 
discrimination in premiums on account of previous 
health, age, non-membership in a group, or other 
considerations. If a premium system of financing is 
selected, subsidization in whole or in part for low- 
income groups is permitted. It has been left to the 
individual province to determine whether its residents 
should be insured on a voluntary or compulsory basis. 
Utilization charges at the time of service are not 
precluded by the federal legislation if they do not 
impede, either by their amount or the manner of their 
application, reasonable access to necessary medical 
care, particularly for low income groups, 


(3) The plan must provide portability of benefit coverage 
when the insured resident who has paid his premiums, 
if any, is temporarily absent from the province and 
when moving residence to another participating pro- 


vince. 


a 


(4) The provincial medical care insurance plan must be 
administered on a non-profit basis by a public 
authority that is accountable to the provincial 
government for its financial transactions. It is 
permissible for provinces to assign certain admin- 
istrative functions to private agencies. 


Provincial programs that provide health care services 
(apart from those which are already insured services under the 
Medical Care Act) for welfare recipients establishing eligibility 
on the basis of financial need are supported financially by 
the federal program known as the Canada Assistance Plan. This 
program, described elsewhere in detail, provides for federal 
payment of half the cost of personal health care services, as 
well as welfare services. The provinces are free to make 
available a wide range of health care benefits. 


Subsection 2 - Health Resources Program 


The Health Resources Program is concerned with manpower 
in the health fields necessary for the provision of comprehensive 
health services to Canadians. Under the program the Government 
of Canada provides capital grants for teaching and research 
establishments, undertakes studies on health manpower, and 
offers advice and consultation. 


The capital-grant aspect of the program was inaugurated 
when in July 1966 Parliament passed the Health Resources Fund 
Act, which was established to develop resources for the training 
of personnel in order to reduce shortages and to meet the 
increase in demand that is likely to follow the introduction 
of medical-care insurance. The Act established a fund of 500 
million dollars, available over the period 1966 to 1980. Out 
of this fund the Government will pay up to 50 Percent of the 
cost of planning, construction, purchase, renovation, and 
basic equipment of teaching hospitals, medical schools, training 
facilities for nurses and other health professionals, and 
research establishments; the costs of land, interest, and 
residential buildings are excluded. Of the 500 million dollars, 
300 million are available to the provinces in proportion to 
their populations; another 25 million dollars are available 
to the Atlantic provinces for joint projects in which all the 
four provinces participate; while the remaining 175 million 
dollars are yet to be allocated. By March Oulisitte, 9710, the 
Government had approved contributions of 160 million dollars 
and paid out 106 million. About two-thirds of these sums were 


for training facilities, and one-third for research establish- 
ments. 
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In 1969, the Department in conjunction with the Association 
of Universities and Colleges of Canada called a National Health 
Manpower Conference to secure agreement on guidelines for: 


1. Planning the delivery of total health services during 
the next decade. 


2. Determining the numbers and quality of the health man- 
power required for these services. 


3. Planning the education of the required health manpower. 


There was general agreement on the need for planning and 
co-ordinated efforts to achieve health objectives and to restrain 
the rapid increase in health care costs. Recommendations were 
made: for the establishment of planning groups, to relate the 
training of health professionals to the demand for their services, 
and to implement research into health care delivery systems. 


The Department also provides technical and professional 
advice and consults with officials of provincial governments 
and other agencies who are concerned with the development of 
health resources in Canada, and supports programs to increase 
the effectiveness of health manpower. These activities are 
undertaken in order that the Health Resources Fund shall be 
used more economically and efficiently. 


Subsection 3 - National Health Grant Program 


The National Health Grant program was instituted in 1948 
to assist the provinces in extending and improving public 
health and hospital services. As provincial needs altered, 
changes were made in the amounts and conditions of individual 
grants. Table 1 shows the utblization of. the General Health 
Grants and Hospital Construction Grants and changes in their 
Classification since inception, and the grants current in 
1969-70, as follows: Professional Training, Hospital Con- 
struction, Mental Health, Tuberculosis Control, Public Health 
Research, General Public Health, Cancer Control, Medical 
Rehabilitation and Crippled Children, and Child and Maternal 
Health. During the period from 1948 to 1970, the total 
expenditures under this program were $900 million. 


The largest single grant has been in support of hospital 
construction. This grant was terminated on March Sw ATs 
and lump sum cash payments were made to the provinces and 
territories in discharge of the full entitlement of each pro- 
vince and territory to the termination date of the grant. 
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pering the life of this grant, finds were approved to assist 
With the construction of space to house more than 130,200 beds 
and 16,000 bassinets, for more than 24,300 beds for nurses, 
gyi beds for interns and more than 8,315,000 square feet*or 
floor area for certain services used by both in-patients and 
purc-patients. The’ second Largest “grant, “the” General Public 
Health Grant, has assisted the provinces in extending local 
health services to prevent disease and disability, in con- 
trolling environmental health hazards, and in developing a 
great variety of health services. Since 1948 more than 
53,700 persons have received assistance in taking training in 
the health disciplines, either through short courses or by 
academic courses of a year or more. Other grants are designated 
for preventive and treatment services in specific areas, such 
as mental health, tuberculosis and cancer control, maternal 
and child health, and medical rehabilitation. Projects 
supported by the Public Health Research Grant relate to the 
prevention of disease, disability, or death; epidemiology; 
community-based health and medical care; operational research; 
environmental health, including sanitation; and the utiliza- 
tion of health manpower. 


The Government has indicated its intention of terminating 
the General Health Grants, except for the Professional Train- 
ing and Public Health Research grants, by the end of the 
1971-72 fiscal year. To accomplish this, the amounts available 
to the provinces are being gradually reduced, with the first 
reduction having taken place in 1969-70 and the second in the 
1970-71 fiscal year. 


In April 1969 a new National Health Grant was established 
to stimulate research studies, service demonstrations, and 
training activities of national importance for the improvement 
of health services. Eligible applicants may be official or 
voluntary health agencies, universities, or other qualified 
agencies or individuals. In 1969-70, the amount allocated 
was $1,062,000 on the basis of five cents per capita of 
moOpilacion; in LO7O=7 1, -©C Wao MI NCredsced. CO 2, J00RUUU, Ol) 
the ‘basis of 10 “cents per capita. Unlike its predecessor, 
which was a joint federal-provincial program, the National 
Health Grant is federally administered. 


Subsection 4 -— Hospital Insurance 


Provincial hospital insurance programs, operating in all 
provinces and territories since 1961, cover 99 per cent ofthe 
population of Canada. Under the Hospital Insurance and 


Diagnostic Services Act of 1957, the Federal Government shares 
with the provinces the cost of providing specified hospital 
services to insured patients. Specifically excluded are tuber- 
culosis hospitals and sanatoria, hospitals or institutions 

for the mentally ill, and institutions providing custodial 
care, such as nursing homes and homes for the aged. — The 
methods of administering and financing the program in each 
province and the provision of services above the stipulated 
minimum required by the Act are left to the choice of the 
province. 


When the Act was passed in 1957, Newfoundland, Saskatche- 
wan, Alberta, and British Columbia were already operating 
hospital insurance plans; those four provinces and Manitoba 
entered federal-provincial agreements on July 1, 1968, .the 
earliest possible date under the new Act. Prince Edward Island, 
Nova Scotia, New Brunswick, and Ontario followed in 1959, 
the Territories in 1960, and Quebec in 1961. 


Insured in-patient services must include accommodation, 
meals, necessary nursing service, diagnostic procedures, 
pharmaceuticals, the use of operating rooms, case rooms, and 
anaesthetic facilities, and the use of radiotherapy and 
‘physiotherapy if available. Similar out-patient services 
may be included in provincial plans and authorized for con- 
tribution under the Act. All provinces include some out- 
patient services, and most cover a fairly comprehensive 
range. Provincial plans are administered by the provincial 
department of health in some provinces and by a separate 
commission in others. To finance the insurance plans, the 
provinces use general revenue, sales taxes and premiums in 
various combinations.* The Government of Canada contributes 
out of the consolidated revenue fund in respect to each 
province the sum of 25 per cent of the per capita cost of 
in-patient services in Canada and 25 per cent of the per 
Capita cost of in-patient services in the province, multi- 
plied by the average number of insured people in that pro- 
vince. Contributions for insured out-patient services with 
respect to each province are paid in the same proportion as 
the contributions to the cost for in-patients. Since 


*All provinces use general revenue; Nova Scotia levies a 

health services tax; Ontario, Manitoba, and Saskatchewan 

impose premiums; Alberta levies a special tax on municipalities; 
and Saskatchewan, Alberta, British Columbia, and the Northwest 
Territories impose authorized charges at the time of service, 
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January lst, 1965, contributions to Quebec under the Hospital 
Insurance and Diagnostic Services Act have been replaced by 
arrangements under the Established Programs (Interim Arrange- 
ments) Act. 


Table 2 shows the proportion contributed by the Govern- 
ment of Canada towards the cost of insured hospital services 
in each province. It varies according to law around 50 per 
cent, and ranged in 1967 from 47 per cent for Ontario to 62 
per cent for Prince Edward Island. Note that the lower the 
“average cost per person is in a province, the greater the 
proportion which the province recovers from the central 
government. 


Tables 3 to 12, unless otherwise stated, contain statistics 
on the hospitals that are listed in the federal-provincial 
hospital insurance agreements. Most of these are public 
general or special hospitals designated in the tables as 
"budget review" hospitals (hospitals whose budgets require 
approval by the provincial hospital authoraty). =< contrace: 
hospitals are privately owned institutions that provide care 
to insured patients under contract with the provincial agency. 
Government of Canada hospitals are operated by the Departments 
of National Health and Welfare, Veterans Affairs, and National 
Defence. 


fable 3 shows that 15298 hospitals sanwCanada were Itsted 
in the féderal-provincial agreements at the end of 1967. 
Table 4 shows that the total number of beds at the end of 
1967 was 141,241, or 6.9 beds per thousand population. This 
fabio} ranged \tromi5,O-in-Prince Edward Island to’ 9,0" in 
Alberta and was still higher in the territories. 


Table 5 shows patient-days in listed hospitals. The total, 
41.0 million, corresponds to a rate of 2,007 patient-days 
per thousand population for Canada. The rate ranged from 
1,574 in Newfoundland to 2,419 in Alberta. 


Table 6 shows average length of hospital stay and 
occupancy ratios for budget review hospitals only. The average 
length. of stay of patients who were discharged from or who 
died in general hospitals during 1967 (excluding. the Territories), 
fanged from 8.9 dayssin Alberta to llwirdays in Ontario;*’ the 
average for Canada was 10.2 days. Length of stay in chronic 
hospitals was 186.9 days for Canada as a whole but there was 
considerable variation among the provinces. In convalescent 
hospitals, the average length of stay was 44.1 days. 
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TABLE 4 - NUMBER OF BEDS (EXCLUDING BASSINETS) IN HOSPITALS 
LISTED IN HOSPITAL INSURANCE AGREEMENTS, WITH 
RATIOS PER 1,000 POPULATION, CANADA AND PROVINCES, 


DECEMBER 31st, 1967 


2 ee eee. Roser ee 
Number of Beds per 


Province listed 1,000 
hospitals population 


Newfoundland 3,008 
Prince Edward Island 642 
Nova Scotia 4,920 
New Brunswick 4,118 
| Quebec | a7,972 
Ontario 48,649 
Manitoba G7 963 


Saskatchewan te OLS 


Alberta £3,410 


British Columbia 12,986 


Yukon 159 


Northwest Territories A32 


Canada (a) 


(a) The three listed hospitals in the U.S.A. are excluded. 
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The occupancy ratio during 1967 in general hospitals was 
78.4 per cent; in chronic hospitals, 94.5 per cent; and in 
convalescent hospitals, 85.2 per cent. Occupancy varies with 
the size of hospital, and variations in the occupancy ratio 
among provinces can be partially attributed to this factor. 
Thus, Ontario and British Columbia, with many large hospitals, 
show the highest occupancy in general hospitals, and the 
territories, with no large hospitals, the lowest. 


Table 7 shows that 3.2 million ‘separations (discharges 
and deaths) were reported by listed hospitals in 1967. This 
represents a rate of 158 per thousand population. Provincial 
rates varied from 134 in Quebec to 215 in Saskatchewan; the 
rate for the Northwest Territories, 258 per thousand, was the 
highest. 


Table 8 shows that listed hospitals reported 220,543 
full-time hospitals employees, excluding trainees, at the end 
of 1967, which is 14,034 or 6.8 per cent more than the year 
before, while the number of part-time employees increased by 
Soo to 37,037. 


Tables 9 and 10 deal with revenue fund expenditures of 
budget review hospitals only. These exclude capital costs, 
but include expenditures for services that are not covered 
by hospital insurance plans. The expenditures in 1967 increased 
by 16 per cent over the preceding year to $1,478 million, of 
which salaries accounted for two-thirds. 


Expenditures per patient-day ranged from $29.43 in Prince 
Edward Island to $47.46 in Quebec, except for the Yukon where 
the cost per patient-day was $70.74. Regional differences 
reflect not only differences in the cost of labour and material, 
but also the proportion of care of geriatric and convalescent 
patients. This type of care is less costly than treatment of 
acute illness provided in budget review hospitals. The average 
cost per patient-day in Canada for care in budget review 
hospitals was $40.54 per patient-day in 1967, lLapeercent 
higher than in 1966. 


The per capita amount of expenditures of budget review 
hospitals in 1967 ranged from $76.30 in Alberta to $50.59 in 
Prince Edward Island, and was far lower in the Territories. 
The national average was $72.45, exceeded only in Quebec 
(275.75), Ontario: ($75.99). and Alberta. Budget review hos- 
pitals provided 90 per cent of all insured patient-days in 
Canada in 1967, but interprovincial comparisons of the per 
capita cost of these hospitals may be misleading because that 
percentage varied considerably from province to province. 
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TABLE 7 — NUMBER OF SEPARATIONS (EXCLUDING NEWBORN ) 
FROM HOSPITALS LISTED IN HOSPITAL INSURANCE 
AGREEMENTS WITH RATES PER 1,000 POPULATION, 
CANADA AND PROVINCES, 1967 


tenet & 


Province RS pe 
hospitals Rate per 
reporting 2.000) 
population 


Newfoundland 69, 764 140 
Prince Edward Island Lags03 170 
Nova Scotia iva e: pial INS 
| New Brunswick LOG7872 IER? 
Quebec 784,845 134 
Ontario i 085%-082 LEZ 
Manitoba U7 3.000 180 
Saskatchewan 206,360 ZS 
 aeenta 507 no 20 206 
British Columbia 338,499 174 
: wileon 2,881 192 
| Northwest Territories 7,490 258 


Canada LEN28 25) BABB 2697 158 
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TABLE 8 - EMPLOYEES IN HOSPITALS LISTED IN HOSPITAL 


INSURANCE AGREEMENTS (a), CANADA AND PROVINCES, 
DECEMBER 3lst, 1967 


——————————=—[—=—=—[—[—[—[—[>————_———————__————— 


Number of Number of employees 
Province hospitals 


reporting Full-time 


Newfoundland Se 


Prince Edward Island 916 


Nova Scotia 7, 003 


New Brunswick 6; Tao 
Quebec 67,080 
Ontario | 77,794 
Manitoba | LO LIS 
Saskatchewan 95.2380 
Alberta heeds 
British Columbia 17,425 
Yukon 149 


Northwest Territories 361 


Gahada 220,543 


includes 119 full-time technicians 


xcludes trainees; 
aa u ~health laboratories and cancer 


employed by public 
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Table 10 shows that the largest cost component was 
salaries, 65.9 per cent of the total. This item has been © 
increasing more rapidly than the other components, reflecting 
increased staff-patient ratios, increases in salaries generally, 
and the greater use of specially skilled personnel that 
modern hospital care requires. 


Tables 11 and 12 are based on patients who left hospital 
in 1965. Table 11 shows how often people are in hospital 
(separations per 1,000 population), how much hospital care 
people use (days in hospital since admission per 1,000 
population), and the average length of hospital stay, Lor 
different age-groups and by sex. Table 12 shows the same 
statistics as Table 11, by diagnostic category. 


Subsection 5 - Dominion Council of Health 


The Dominion Council of Health, established in 1919, 
advises the Minister of National Health and Welfare on matters 
relating to the promotion and preservation of the health of 
the people of Canada. It meets twice a year and consists of 
the Deputy Minister of National Health, who acts as chairman, 
and the chief health officer of each province, as well as 
up to five persons whom the Governor-in-Council appoints 
for a period of three years. Traditionally these are chosen 
from the field of agriculture, medical science, organized 
labour, and from women's organizations. 


The Council is supported by special advisory committees 
who deal with specific aspects of public health and who are 
appointed by Order in Council. 


Subsection 6 - Environmental Health 


Environmental health. - Environment is the sum of all 
social biological, physical or chemical factors which compose 
the’ surroundings Of man. Deterioration and modification of 
the quality of our environment has resulted in an increasing 
need for the assessment of the health implications and for the 
development and stimulation of the use of methods to control 
or eliminate harmful environmental factors. 


The problems of environmental health are increasing because 
of increasing environmental pollution, which is a product of 
the technological society in which we live. As technological 
advances continue, there is an ever increasing injection of 
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Man-made products into the air, water and soil environment, 
usually as waste or by-products and often at low concentrations..: 


: Many pollutants are known to affect health. ‘The relation- 
Ship between deleterious pollutants and their effects on health 
depends on a number of factors including their concentration 
and the duration of exposure. Of particular importance are 
such factors as the possibility of some or total recovery 
between periods of exposure, the variability in susceptibility 
to disease from individual to individual, and effects associated 
with simultaneous or superimposed exposure to two or more 
pollutants. Much remains to be done but the considerable 
evidence of potential long-term serious consequences of environ- 
mental pollution on health justifies the increasing concern and 
Need for increased activity. 


Programs to protect workers in their occupational environ- 
ments have been carried on by occupational health officials 
fora number of years. It is,only in, recent years, however, 
that health officials have been directing their attention to 
health hazards in the general environment. For example, 
although there is a long history of activities concerned with 
the health effects of noise in the industrial and agricultural 
environment, attention is also now being focussed on the health 
effects of community noise. 


The various agencies in Canada with a concern about environ- 
mental health develop and implement programs to assess and 
develop preventive and control measures directed to air and 
Water pollution, radiation, industrial ‘toxicants, sand .OcCher 
factors of the general, occupational, and home environments 
known to be, or suspected of being, deleterious to human health. 


The complexity of environmental health studies requires 
specialists from a variety of disciplines falling within the 
broad spectrum of physical, life and engineering sciences. 
Individual tasks range from field surveys and interpretation 
of air and water pollution, research into health effects and 
their causes from all kinds of toxicants, and development of 
guides and standards for pollutants such as chemicals and other 
hazards in both the working and general environment, to specify- 
ing health and safety standards for radiation-emitting devices. 
These concerns have become major problems requiring the co- 
operative efforts of governments and other agencies that are 
concerned about environmental quality. 


The federal government discharges Lts responsibilities in 
environmental health through the Environmental Health Directorate 
of the Department of National Health and Welfare. The Directorate 


is currently composed of four Divisions - Occupational Health, 


ee yer 


Public Health Engineering, Radiation Protection and Air Pollu- 
tion Control. The latter division was created in Tate (Oo. 


The ten provinces of Canada have agencies to deal with the 
problems of water supply, sewerage systems and water pollution. 
Six provinces have agencies to handle air pollution problems 
and agencies to deal with occupational health and one province 
is in the process of establishing an occupational health LIT Le 


Co-ordination of the many activities within provinces and 
between the provinces and the federal government 1S usually 
provided by advisory boards or committees. 


Section 3 - Provincial and Local Health Services 


Provincial governments are primarily responsible for the 
various health measures to prevent disease and improve the_ 
health standards of the community. These comprise preventive 
health services, hospital services, mental health services, 
treatment services for tuberculosis and other diseases, and 
special treatment services and care of the chronically ill 
and disabled. They are usually administered by the provincial 
health department or other official agency in co-operation 
with the hospitals and voluntary health organizations, the 
health professions and the teaching and research institutions. 


Although the pattern of services is similar, provincial 
health organization, financing, and administration Vary to 
some degree. Most health functions are exercised by the 
provincial health departments, but in some provinces, certain 
programs such as hospital insurance, medical care insurance, 
tuberculosis control, cancer control, or alcoholism programs 
are administered by separate public agencies directly account— 
able to the minister of health. Voluntary organizations also 
provide specialized health services, often with some support 
from tax funds in the form of payment for services or support 
Grants. 


In general, the provincial health departments carry out 
overall:planning and direction Of public health programs, 
administer certain specialized health programs, and assist 
through technical and financial aid the regional or local 
health units and city health departments that have been 
delegated responsibility for the basic public health services. 
In most provinces, the health unit systems, which serve mainly 
fural areas, are operated either,by the province) or jointly 
by the province and the local authority, with the local 
authority having jwioisalecrlonsover ,GOUNnLY municipality, or 
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region, while city health departments are administered by 
municipal or metropolitan boards of health. Several pro- 
vincial health departments also directly administer health 
services to northern unorganized territories. The nucleus 
staff of a local health unit or department usually is com- 
posed of a full-time medical officer of health, a number of 
public health nurses and a public health inspector. 


Local programs to safeguard community health are con- 
cerned with environmental sanitation to ensure safe water, 
milk, and other foods, prevention and control of infectious 
diseases through use of vaccines and prophylactics, improve- 
ment of maternal and child health and dental health, registra- 
HON of vital statistics, and health education and counselling. 
In addition, the larger city health departments have developed 
Specialized services in such areas as mental health, home care, 
and rehabilitation of the chronically ill and the handicapped. 
A few health units and departments in most provinces have 
started health screening for chronic conditions and family 
planning clinics. The city health departments participate 
with the provincial authorities in accident prevention and in 
measures to control air, water, and soil pollution. 


Provincial health departments support the local programs 
by grants-in-aid and the provision of technical consultant 
services. Most of the mental and tuberculosis hospitals and 
clinics are provincially operated, as are treatment services 
for the veneral diseases,: cancer, alcoholism, and other specific 
diseases, and the laboratories that aid both the public health 
agencies and practising physicians in diagnostic and control 
procedures. The provincial agencies are primarily responsible 
forsthe collection, and analysis of vital statistics and ethe 
study of the epidemiological and related social and economic 
conditions that affect health. They also give leadership in 
such fields as occupational health, nutrition, health education, 
and pollution problems, in collaboration with national health 
agencies. In order to maintain and improve the health services, 
the provincial health departments recruit and train professional 
and technical personnel for the health fields and support public 
health research. 


Subsection 1 - Public Health Services 


Occupational health. - Services designed to prevent 
accidents and occupational diseases and to maintain the health 
of employees are the common concern of provincial health 
departments, labour departments, workmen's compensation boards, 
and industrial management. Provincial agencies regulate 
working conditions and offer consultant and educational services 


to industry. All provinces have legislation (factory acts, 
shop acts, mines acts, workmen's compensation acts) setting 
standards for health safety and accident prevention on the job. 
Most provinces maintain environmental health laboratories that 
study industrial health problems such as the effects of noise 
and air conditions on workers. 


Communicable disease control. - The larger provincial 
health departments have separate divisions of communicable 
disease control headed by full-time epidemiologists whereas in 
the smaller provinces this function is combined with one or 
more community health services. Local health authorities organ- 
ize public clinics for immunization against diphtheria, tetanus, 
poliomyelitis, whooping cough, smallpox, and measles. They 
also engage in case-finding and diagnostic services in co- 
operation with public health Laboratories and private physicians. 
Special services for tuberculosis and venereal disease are noted 
on pages 39 and 41. 


Health education. - A basic concern of provincial health 
authorities is to stimulate public interest in important health 
needs, and most provincial health departments have a division 
or unit of health education under a full-time professional 
"health educator" to promote public knowledge of health needs 
and measures. The division provides education materials to 
other divisions of the health department, to local health 
authorities, to voluntary associations, and to individuals. 
Many educational activities are directed to accident prevention 
and to reducing habits harmful to health, such as Cigarette 
smoking and the excessive use of alcohol and other drugs. All 
health workers carry out health education as part of their 
normal activities. 


Public health laboratories. - All provinces maintain a 
central public health laboratory and most have branch laboratories 
to assist local health agencies and the medical profession in 
the protection of community health and the control of infectious 
diseases. Public health bacteriology (testing of milk, water, 
and food), diagnostic bacteriology, and pathology are the 
principal functions of the laboratory service, with medical 
testing for physicians and hospitals steadily increasing in 
volume. 


Maternal and child health. - Public health nurses employed 
by the local health services carry out preventive health 
services to mothers, newborns, and children through clinics, 
home and hospital visits, and school health services. All 
provincial health departments have established maternal and 
child health consultant services that co-operate with the 
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public health nursing services. The maternal and child health 
divisions established in five provinces also undertake studies 
in maternal and child care, including hospital care, and assist 
iiethes training wf nursing personnel. 


Nutrition. - Provincial health departments and some city 
health departments employ consultants in nutrition to extend 
technical guidance and education to health and welfare agencies, 
nursing homes and other care institutions and hospitals. They 
also provide diet counselling to selected patient groups and 
conduct nutritional surveys and other research. 


Dental health. - Provincial dental public health programs 
have been largely preventive, but increasing emphasis is now 
being given to dental care. Dental clinics conducted by local 
health services are generally restricted to pre-school and 
younger school age groups. A number of provinces send dental 
teams to remote areas and subsidize resident dentists to 
practise in areas lacking such services, while the four western 
provinces have dental care schemes of varying coverage for wel- 
fare recipients. Other activities of the public dental health 
programs are directed to the training of dentists and dental 
hygienists, the conduct of dental surveys, and the extension of 
water fluoridation. 


Subsection 2 -—- Mental Health Services 


Mental health services in Canada are organized as part 
of provincial health services. Each province employs a 
director of mental health services, usually a psychiatrist, 
and one or more consultants in psychiatric nursing, clinical 
psychology, social work, occupational therapy or special 
education and also one or more psychiatrists specializing in 
paediatrics, geriatrics, mental retardation, alcoholism and 
drug addiction, or other: related fields. As public health 
officers, the mental-health directors are responsible for the 
development of programs aimed at prevention of mental disease 
and for the general promotion of mental health, on their own 
and in co-operation with welfare, education, manpower, labour, 
and justice departments. As psychiatrists they are responsible 
for development and supervision of the various health facilities 
for the treatment of people who suffer from mental or emotional 
disorders including disorders of character and behaviour, the 
mentally retarded, people with damage to the nervous system, 


alcoholics, and drug addicts. 
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Mental health services differ in detail and stage of 
development from province to province; all are being extended 
and improved to take advantage of the best methods of treat- 
ment and prevention. The traditional pattern of long-term — 
care of the mentally ill and retarded im large isolated mental 
hospitals and in hospitals for mentally defectives is giving 
way to new patterns of care that are designed to cure the 
afflicted or, failing that, to provide for them living and 
working environments that will enable them to lead reasonably 
normal lives. 


The mental hospitals now place less emphasis on custodial 
care and more on intensive psychiatric treatment. They admit 
voluntary patients who receive much the same care and treat= 
ment as they would receive as patients in a general hospital. 
Many of those who would not profit from intensive psychiatric 
treatment -- the severely retarded and people with severe 
mental deterioration -- are supported under welfare auspices in 
sheltered workshops, nursing homes, or foster homes, and con- 
tinue to receive medical care. In addition to the mental 
hospitals some special "nosychiatric" hospitals provide intensive 
psychiatric care over short periods, and psychiatric units and 
out-patient psychiatric departments are being established in 
large general hospitals. Local authorities or provincial 
health departments operate mental-health clinics in most large 
cities and travelling clinics visit suburban and rural areas. 
Psychiatric hospitals and mental-health clinics are establish- 
ing more day-care and night-care facilities through which some 
patients receive part-time hospital care and therapy during 
the day and go home at night and others go to work during the 
day and return to hospital in the evening for treatment. 


Extending mental-health services into the community aims 
at preventing severe mental and emotional breakdowns and at 
reducing the number of people requiring treatment iy instr 
tions. Under the terms of the federal-provincial medical care 
legislation, in effect in seven provinces as of March 31, 1970, 
the services of private psychiatrists should become more widely 
available. Through early diagnosis and treatment in a mental- 
health clinic or out-patient department of the hospital in the 
patient's neighbourhood, he may continue to live at home and 
pursue his normal occupation while receiving treatment. 


Special centres are being established for the study and 
treatment of alcoholism and drug addiction, criminal psychopathy, 
psychiatric disorders in children, brain injuries, and other | 
neurological disorders. Studies recently instigated by the 
federal government in these and related areas have included a 
survey of residential and in-patient services for emotionally 
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disturbed children and the appointment of the Commission of 
Inquiry into the Non-Medical Use of Drugs. The interim report 
of its findings and recommendations was tabled in the House 

of Commons On June “LS, POPs kre principal recommendations 

are mentioned in the Introduction to this volume. In addition, 
the provinces are amending the pertinent legislation in order 
to guarantee the rights of the mentally ill, the emotionally 
disturbed, and the intellectually retarded. 


The continuing efforts by provincial health departments 
to provide more and better mental-health services reflect 
growing enlightenment about mental health on the part of the 
medical profession, the general public, and government agencies. 
Improvement in the care of psychiatric patients has been 
fostered by activities of voluntary organizations such as the 
Canadian Mental Health Association and the Canadian Association 
for the Mentally Retarded; by the professional advice of the 
Canadian Medical Association and the Canadian Psychiatric 
Association; by the national health grants and the national 
welfare grants for new services, professional training, and 
scientific research; and through the information programs of 
the Mental Health Division of the Department of National Health 
and Welfare. 


In the field of mental retardation, the federal government 
instituted a Mental Retardation Grant in 1967-68 over a five- 
year period to support health and welfare demonstration and 
research projects conducted by voluntary agencies for the 
mentally retarded. The amount allocated to this grant was 
$500,000 annually for the period 1967-68 to 1969-70, and 
400; 000 in 1970-71. 


Subsection 3 - Services for Specific Diseases or Disabilities 


Tuberculosis and respiratory diseases. - New active cases 


of tuberculosis in Canada in 1968 amounted to 4,824 or 23 per 
100,000, and in 1969 the total was 4,438 or 21,.-per 100,000. 
Reactivated cases reached 755 in 1968 and 680 in 1969. Deaths 
again decreased, to 630 in 1968. It is estimated that more than 
haleworn the Canadian population, aged 55 years Ant over yore 
positive reactors who harbor the tubercle bacillus; most active 
cases arise from reactivations of the disease among this group. 
North American Indians, Métis, and Eskimos experience much 
higher morbidity and mortality rates for tuberculosis and other 
respiratory diseases than do the rest of the Canadian population. 


ees 


Provincial health departments, assisted by voluntary 
agencies, conduct anti-tuberculosis case-finding Sa Ag 
through community tuberculin-testing and X-ray ead ; rin 
special attention to high-risk groups, routine hospita 
sion X-rays, and follow-up of arrested cases. However, ee 
practising physicians detect the greatest number of new es. 


B.C.G. vaccine, estimated to be effective for 80 per cent 
of those vaccinated, is used in most provinces to protect high 
risk groups. Quebec and Newfoundland routinely immunize 
children and in the Yukon B.C.G. is routinely administered to 
all newborn. Treatment, including hospital care, drugs and 
rehabilitation services, is free in all provinces. Chemotherapy 
has shortened hospital stay and facilitated out-patient or 
domiciliary care. 


An annual federal grant of $20,000 is made to the Canadian 
Tuberculosis and Respiratory Diseases Association to improve 
the quality and efficiency of health services. Because 
tuberculosis and other respiratory diseases still present 
serious health problems, research into the characteristics of 
afflicted persons, as well as research into the nature and 
treatment of respiratory diseases, is supported under the Public 
Health Research Grant (estimated at $202,600 in 1970-71), while 
related research is also carried out within the Department of 
National Health and Welfare. Other agencies known to be | 
supporting research in this field in 1969-70 are the Canadian 
Tuberculosis and Respiratory Diseases Association ($123,050 
plus funds for two fellowships), the Ontario Thoracic Society 
($97,650), the Muskoka Hospital Memorial Research Fund (S6in2/37- 
and the British Columbia Tuberculosis Christmas Seal Society 
($30,814 plus one fellowship). 


The National Tuberculosis Reference Centre in Ottawa was 
opened in 1968 to establish uniform standards in testing for 
resistance to anti-tuberculosis drugs. 


Cancer. — Cancer in 1968 accounted for 18.7 per.centro£ 
all deaths in Canada, and the standardized cancer death rate 
increased to 137.9 (152.0 for males and 123.8 for females). 

It is estimated that in Ontario, for example, one in every 
three residents may expect to develop some form of cancer. In 
Canada,’ cancer ranks second highest as a cause of death; and 
over 91 per cent of the deaths from cancer occur after 45 years 
of age. Special provincial agencies for cancer control, 
usually in the health department or a separate cancer institute 
Carry out cancer detection and treatment, public education, 
professional training, and research in co-operation with local 
public health services, physicians, and the voluntary Canadian 


a 


Se 


Cancer Society branches. Although the provisions are not 
uniform, all cancer programs provide a range of free diagnostic 
and treatment services, to both out-patients and in-patients, 
that is financed by the hospital insurance programs or the 
federal-provincial cancer control grants. Hospital insurance 
benefits for cancer patients include diagnostic radiology, 
laboratory tests, and radiotherapy. The cancer control pro- 
grams in Saskatchewan and New Brunswick also pay for medical 
and surgical services; in most provinces these costs are 
covered under the public medical care insurance schemes. 


Venereal diseases. - Because of under-reporting, public 
health authorities consider the prevalence of venereal disease 
to be much higher than the number of cases recorded.(1) in 
1969 there were 2,327 cases of syphilis and 27,111 cases of 
gonorrhea reported in Canada. In 1968, venereal diseases 
continued to head the list of reported notifiable diseases, 
with a combined rate of 119.3 cases per 100,000 population; 
the rate for syphilis was 10.8 cases per 100,000, and for 
gonorrhea, 108.6 cases per 100,000. In 1969, the combined rate 
rose to 140.4 cases per 100,000; the syphilis rate recorded 
was 11.4 cases per 100,000, and the rate for gonorrhea was 
129,0 cases per 100,000. ..Fifteen per cent of -all.new cases 
of infectious venereal disease were reported among persons 
aged 15-19 years. 


The real impediments to control of venereal disease are 
attitudes and behaviour patterns that permit cases to go un- 
treated and contacts unlocated. Provincial health departments 
operate clinics which provide free diagnostic and treatment 
services, and in some areas the departments pay private 
physicians to provide free treatment to indigents. In addition, 
the provinces supply free drugs to physicians for treating 
private cases. Local departments of health carry out case- 
finding, follow-up of contacts and maintain health education 
programs. 


Alcoholism. - In all provinces, health departments or 
other official agencies administer programs for the prevention 
and. control..of alcoholism,., including public education, and 
related studies. Conservative estimates place the number of 
Canadians currently requiring these services at 270,000, if a 


(1) Recent surveys in the United States indicate that the 
number of persons treated for infectious venereal disease 
is actually three to four times higher than the number 
reported; a similar degree of under-reporting is believed 


to exist in Canada. 
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clinical definition of alcoholism is used. Treatment services 
available are mainly for out-patients, but with the increasing 
awareness of the need for in-patient services, most provinces 
have expanded facilities offering in-patient services. ee 
facilities operated by official and voluntary agencies include 
hostels and special farms or prison centres for chronic 
offenders with drinking problems. In several provinces, — 
detoxication wards have been set up to treat alcoholics in 
preference to use of jails. Several provincial alcoholism 
agencies (Ontario, Quebec, and Saskatchewan) have broadened 
their programs to include other addictions, and British Columbia 
supports a separate narcotic addiction foundation. Because 
addictions are widely prevalent, hospitals, mental health 
services, and other public and voluntary health and social 
agencies are also involved in their diagnosis and treatment. 


Other diseases or disabilities. - Many services for per- 
sons with chronic disabilities, such as heart disease, arth- . 
ritis, diabetes, visual and auditory impairments, and paraplegia 
have been initiated by voluntary agencies assisted by federal 
and provincial funds. Today, treatment for specific conditions 
is available at hospital out-patient clinics and in-patient or 
day centres, at separate clinics and rehabilitation centres 
and under home care programs (see page 58). 


Subsection 4 - Public Medical Care Programs 


Prior to the establishment of government-administered 
medical insurance in most provinces over the last few years, 
prepayment arrangements to cover the cost of physicians' ser- 
vices, mainly voluntary as regards enrolment, had developed 
rapidly in both the public and the private sectors. 


By the end of 1968 basic medical or surgical coverage, or 
both, was being provided to about 17,167,000 Canadians, repre- 
senting 82.0 per cent of the total population (figures are set 
out in Table 13). Of these, the voluntary plans operating purely 
in the private sector provided coverage for 10,906,000 persons 
OL 52.1.) per "cent, and pubitic plans of various kinds ‘covered 
6,261,000 persons or 29.9 per cent. 


At the end of 1969, with public medical care programs 
implemented in seven provinces, insurance for physicians' ser- 
vices covered 18,885,000 or 88.8 per cent of the population. 
Public plans then accounted for coverage of 70.8 per. cent. of 
the total population, or 15,058,000 persons; their coverage had 
gone up by 8,797,000 persons over the previous year. Private 
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plans, by contrast, represented 18.0 per cent of total coverage. 
It was anticipated that by the end of 1970, all ten provinces 
would have implemented public plans. 


The federal grants-in-aid programs for provincially- 
administered medical care insurance plans became effective 
July 1, 1968, as noted in an earlier subsection. 


The four criteria for acceptability set out Ai 9: the federal 
legislation leave each province with substantial flexibility 
in determining the administrative arrangements for the opera- 
tion of its medical care insurance plan and in choosing the 
way in which its plan will be financed, e.g., through premiums, 
sales tax, other provincial revenues or by a combination of 
methods. 


In addition to the comprehensive physicians' services which 
must be provided as insured benefits by participating pro- 
vinces, most plans also make provision for other health-care 
benefits that are part of the basic contract but towards the 
cost of which the federal government does not contribute. 
Refraction services by optometrists are included in all 
provincial plans except those of Nova Scotia and Newfoundland. 
A restricted volume of services provided by such practitioners 
as chiropractors, podiatrists, osteopaths, and naturopaths may 
' also be insured. Residents may, if they wish, continue to 
seek insurance protection, generally from private voluntary 
agencies, for such additional services as dental care, special 
duty nursing, and prescribed drugs. 


Two of the seven provincial medicare plans, Newfoundland 
and Nova Scotia, finance their portions of total costs from 
general revenues only and there is thus virtually no direct 
cost to families apart from extra-billing that doctors may in 
some instances impose. Five plans employ premiums to help 
finance their shares of costs. Typically, premiums are paid 
for welfare recipients, and various devices are used to keep 
the financial burden low for families that are poor but just 
above the poverty line entitling them to welfare assistance. 
The premium itself is kept low in Saskatchewan and Manitoba, 
although in Saskatchewan the effect of the lowness of the 
premium may be offset somewhat by the "utilization Eee", #1 .e55 
direct payments to the doctor of $1.50 to $2.00 that are 
imposed for certain services as they are rendered (these 
fees can range from as low as 5 to 10 per cent to as high 
as 50 per cent of the approved charge). The problem of 
minimizing the burden is approached differently in ontario, 
Alberta and British Columbia: premium levies are relatively 
high in their programs, but subsidies are available to reduce 
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the cost of premiums to families and individuals with little 
Or no taxable income in the preceding year. 


Modes of paying doctors can also have an effect upon how 
much of the total cost of physicians' services continues to 
be borne directly by patients. In Saskatchewan, Manitoba, 
and Newfoundland, an undertaking by the doctor to submit his 
bill directly to the insuring authority for payment carries 
with it a requirement, usually, that the amount paid (i.e., 
typically 85 or 90 per cent of the fee for the service, as 
specified in the fee schedule of the provincial medical 
association) represents payment in full for the service. In 
the other four provinces the mode of direct-billing-to-public- 
authority does not preclude extra billing provided the doctor 
indicates his intention to the patient beforehand. In Nova 
Scotia and British Columbia the extra-billing physician is 
also required to obtain prior written agreement from the 
patient, and to notify the public authority of the extra 
charge. 


In all participating provinces a doctor electing, alter- 
Hhatively,, toxsubmit his bidd tothe patient, uratheb: thanto 
the public authority, for payment may legally charge the 
patient any amount. The patient will be reimbursed by the 
insuring authority only on the basis of what the authority 
defines as the approved fee. Even under these circumstances 
the physician is required in most provinces to advise the 
patient, before rendering a service, that he intends to charge 
in excess of the amount of the reimbursement that the patient 
can expect from the authority. In two provinces, British 
Columbia and Nova Scotia, the requirement to obtain prior 
written agreement from the patient with respect to extra 
charges also applies to non-participating physicians. Not- 
withstanding these various arrangements it is believed that 
doctors typically waive the right to collect extra amounts 
from low income patients. 


Not all aspects of private insurance for physicians' 
services were phased out after 1968. In Saskatchewan two non- 
profit private plans continued as fiscal intermediaries to 
transmit claims and payments between physicians and the public 
insurance administration. In Ontario, British Columbia and 
Nova Scotia, certain private insurance agencies continued as 
non-profit carriers performing administrative functions such 
as enrolment, checking eligibility, and paying claims, on 
behalf of or under the supervision of the public insurance 
authority. In other provinces the tendency was to absorb 
the administrative apparatus of the private agency into the 


public authority. 
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Whether integrated or not into the: public in EM hs 


authority as regards physicians' services insurance, 
private ae Faoe continued to offer policies Epes g 
against the costs of prescribed drugs, private-auty n ane 
care, services of paramedical personnel, and other servl 
not yet covered by the government plans. 


Fach of the seven plans in operation is described briefly 
in the paragraphs that follow, in chronological order of eee 
entry into the national program. For Saskatchewan, sufficien 
data on operations are available to indicate how the program 
is being utilized. It must be noted that although most 
doctors are paid on a fee-for-service basis, alternative or 
additional arrangements include salary, sessional payments, 
contract service, capitation, and incentive pay. 


The program description and statistics below relate to- 
operations, in most provinces, of the principal agency making 
payments for physicians' services. Such agencies do not . 
represent the total public involvement in physicians’ services, 
since payments may also be made by workmen's compensation boards, 
by hospital insurance administrations, or, for certain groups 
excluded from the coverage provided by the provincial juris- 
diction, by the federal or other agencies responsible. 


Saskatchewan - This program, which was introduced in July 
1962, requires enrolment of the entire eligible population. 
The premiums are compulsory and amount to $24 per year for a 
family and $12 per year for a single person. These premiums 
cover only a small portion of the costs of the program. 
Welfare recipients are automatically covered and no premium 
payment is required for them. 


Program description and data given below for Saskatchewan, 
for 1969, are’ confined tothe operations of the Medical Care 
Insurance Commission, which is the principal administering 
agency for the overall provincial public authority concerned 
with prepaid medical care. The Commission makes payments to 
doctors for the bulk of the services provided under the Plan. 
A segment of the population obtains its insured services under 
terms and conditions identical to those by the Commission, by 
way of the separate administering agency known as the Swift 
Current Health Region. Also, the provincial authority arranges 
for payment for care in mental and tuberculosis institutions 
and for cancer control. 


In the program of the Medical Care Insurance Commission, 
medical benefits include home, office and hospital visits, 
surgery, obstetrics, psychiatric care outside mental hospitals, 
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anaesthesia, laboratory and radiological services, preventive 
medicine, and certain services provided by dentists. There 
are no waiting periods for benefits and no exclusions for 
reasons of age or pre-existing health conditions. Refractions 
by optometrists are also an insured benefit. 


The Medical Care Insurance Commission pays for approved 
services on the basis of 85 per cent of the fees listed in the 
physicians' fee schedule’, except ors certain classes’ Of 
services where a utilization charge applies. These utilization 
charges are $1.50 for each office visit and $2.00 for each 
home and out-patient call and are payable by the patient to 
the attending physician. In such instances the financial 
responsibility of the public authority is reduced by the amount 
of the applicable fee. To avoid financial hardship to patients 
in exceptional cases there is provision for a family maximum 
on the total amount of such fees that must be paid. Welfare 
recipients are not required to pay utilization fees: instead, 
the medical profession by agreement accepts 85 per cent as 
payment in full for all services rendered to welfare patients. 
The co-charges are thus paid by the provincial government (or 
by the federal government on behalf of such additional 
exempted groups as Indians and recipients of war veterans 
allowances). 


Physicians may elect to receive payment in three ways. 
First, the physician may receive directly from the public 
authority payment of 85 per cent of the tariff in the current 
fee-schedule of the medical association less the utilization 
fee, and accept this payment, along with the utilization fee 
payable by the patient, as payment in full. Secondly, patients 
and physicians may enrol voluntarily with an “approved health 
agency" that serves as intermediary, with respect to payment, 
between the public authority and the physicians; here also 
the physician receives 85 per cent of the tariff less the 
utilization fee. Thirdly, a physician may elect to submit 
his bill directly to the patient who pays him either before 
or after seeking reimbursement from the public authority; the 
physician may bill the patient directly for amounts over and 
above what the public authority has paid. No physician is 
compelled to confine himself to one or the other of these modes 
of payment. Physicians in 1969 submitted 46.0 per cent of 
the total 2,989,000 claims received; approved agencies 44.5 per 
cent; patients 6.5 per cent; and optometrists 3.0 per cent. 


*Effective August 1, 1970, the basis of payment was changed to 
100 per cent of the 1968 fee schedule for most visits, and 
upward revisions were made in payments relating to X-ray 
interpretations and fees in anaesthesia. 
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During 1969 a total of 627,094 persons out of 910, 680 
eligible residents received services costing $27,388, 600. 
This aggregate dollar figure was 17.1 per cent higher than 
two years previously, in 1967. 


The changes in total costs can be attributed to a number 
of factors, some being simply changes in population coverage 
and broader benefits, and others the impact of fee increases 
and utilization charges*. 


Overall population increase was of itself an almost 
negligible factor in the higher costs. But the addition of 
War Veterans Allowance and certain Indians as beneficiaries 
accounted for an additional $1,300,000 in payments in 1969 
over 1967. Refractions by physicians and optometrists be- 
came new benefits during the period and these accounted for 
about $1,175,000 of the higher costs in 1969. 


A new payment schedule accounted for an expenditure of 
$5,100,000 in 1969 over what costs would have been had there 
been no change in fee schedules. 


Against this increase must be placed the offsetting effect 
of new utilization charges which reduced total costs by an 
estimated $3,000,000 below what they otherwise might have been 
in the absence of such charges. 


In previous years similar adjustments to measure the 
effect of various factors had shown that, in the absence of 
such new influences as higher fee levies which increase costs, 
and utilization charges which reduce costs, the per capita 
rise in payments attributable to other factors had been modest, 
of the order of 2.5 to 5.8 per cent per year from 1964: to 1967. 


Of the total of beneficiaries in the province, 84.4 per 
cent had insurance protection through direct payment of premiums 
by heads of households. An agency of the provincial government 
paid the premiums on behalf of another 6.1 per cent, who were 
welfare recipients. The federal government paid the premiums 
for recipients of War Veterans Allowances and for Indians, who 
comprised 0.2 and 3.3 per cent respectively of the population. 
Another 5.5 per cent of the population were resident in the 
Swift Current Health Region and protected for a similar range 
of benefits, and 0.2 per cent who were patients in mental and 
tuberculosis institutions also had assured coverage for phy-~- 
Sicians' services. Finally, the federal government assumed 


*Annual Report, 1969, The Saskatchewan Medical Care Insurance 
Commission, Table 3. 
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complete responsibility for protection of that 0.3 per cent 
of the population -- comprising members of the Canadian Armed 
Forces and the Royal Canadian Mounted Police, and inmates of 


federal penitentiaries -- not eligible for coverage under 
medicare. 


During 1969, as previously mentioned, a total of 627,094 
persons received services costing $27,388,600. Close to one- 
third, or 31.1 per cent, of the 910,680 beneficiaries of the 
Medical Care Insurance Commission received no approved medical 
‘services during the year. For the largest proportion, 54.0 
per cent, payments did not exceed $50. Payments for 7.2 per 
cent-of- the’ population: ranged” fromus50) to: GlL00er fons Op per 
cent,” ¢rom S100 to. $200) for 2.4 per) cent,” from S200) toms500; 
and for 0.2 per cent, from $500 to $1,000. Only 182 bene- 
ficiaries out of the total of 910,680 required payments 
exceeding $1,000. 


Payments per person, at $41.99, were highest for members 
of 2-person families, contrasted with an average of $30.07 
per person for all family sizes taken together. Payments 
were also relatively high for single-person households, at 
$36.85. Payments per person tended to range downward as 
family size increased, reaching $20.86 for 6 to 9 person 
families and increasing slightly to $21.81 for families of 
more than 9 persons. It is clear, of course, that aggregate 
payments, taking all members of the family together, tend to 
be highest in large-size families. 


Most frequent use of items of services was by the very 
young and the very old. {In age-group-specific terms, every 
beneficiary one year of age or under received 12.5 services 
during the year, every beneficiary 65 to 69 years of age, 
10.0 services, and every beneficiary age 70 years and over, 
14.8 services. The lowest demand for care was among bene- 
ficiaries 5 to 14 years of age, at 2.7 services per beneficiary. 
The rate rose progressively with advancing years, at 4.1 per 
beneficiary for the 15 to 24 years' age group, 5.3 for those 
25 to 44, and 6.9 for those 45 to 64. 


Of all services provided, the most frequent were office, 
home, and hospital visits, comprising 3,437 or 61.4 per cent 
of the total of 5,596 services per 1,000 beneficiaries. 
Laboratory services totalled 1,136 or 20.3 per cent and 
diagnostic radiology and other diagnostic procedures, 261 or 
4.7 per cent. Surgery, obstetrics, anaesthesia, and surgical 
assistance accounted for 279 services or 5.0 per cent, and 
allergy services and therapeutic procedures, for 187 services 
Ory 3.3<per,,cent. Consultations made up 1.5 per cent of the 
total of 5,596 services, psychiatric services, 1.2 per cent, 
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refractions by physicians, 0.9 per cent, and refractions by 
optometrists, 1.7 per cent. 


In terms of dollar payments per 1,000 beneficiaries, of 
a total of $30,075, the visits and examinations component 
accounted for $12,148 or 40.4 per cent, laboratory services 
for $1,314 or 4.4 per cent, and radiology and other diagnostic 
procedures “for $2,279 or ooh per cent. “Surgery, ‘obstetrics, 
anaesthesia and surgical assistance totalled $9,633 or 32.0 
per cent. Allergy services and therapeutic procedures com— 
prised 2.6 per cent, consultations 5.8 per cent, psychiatric 
services 2.3 per cent, refractions by physicians 1.7 per cent, 
and refractions by optometrists 2.8 per cent. 


General practitioners supplied, as in 1967 and 1968, about 
85 per cent of home, office, and hospital visits. Doctors in 
specialist practice accounted for the remainder. The general 
practitioners' share of payments for these services was 82.3 
per "cenerin 969; 


Payments by the Commission went mainly to 420 active 
general practitioners and 272 active specialists, the term 
"active" being defined as comprising physicians receiving 
$10,000 or more from the commission during the year (others 
providing insured service would be doctors either part time 
in practice or in the province only part of the year). ‘The 
number of registered doctors in the province was 958, 
excluding the Swift Current Health Region, but including 
retired physicians and those engaged in teaching, research, 
administration, and public health and industrial medicine. 


British Columbia - The province became a participant under 
the federal Medical) CaresAction muly 1)=1.968.'° The? plan is 
governed by a public commission with jurisdiction over a 
number of “licensed carriers", which are non-profit agencies 
charged with responsibility for day-to-day management of the 
separate components of the program. In addition to physicians' 
services and a limited range of oral surgery in hospital, the 
benefits include refractions by optometrists, some orthoptic 
services, limited physiotherapy, special nursing, chiropractic, 
and naturopathy. 


Participation in the program is voluntary. At the end of 
1969 2,046,000 persons or 96.7 per cent of the population was 
covered. 


Premiums are $5.00 per month for single persons, $10.00 
per month for 2-person families, ang Sb2250 per month’ for 
families of 3 or more. For eligible residents, the government 
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offers subsidies totalling 90 per cent of the premium for 
persons with no taxable income and 50 per cent of the premium 
for persons with taxable income from Sl to: $1,000. Welfare 


recipients are automatically covered without payment of 
premium. 


Payment is made at 90 per cent of the current fee schedule. 
Physicians either bill patients for services rendered, or 
accept payments directly from a licensed carrier. In the 
former case the physician has to notify the patient in writing, 
before rendering a service, that he is a non-participating 
physician, and the patient has to agree in writing that he is 
prepared to pay more than the amount of reimbursement that he 
may receive from the public authority. In the latter case, 
the physician may also charge a fee in excess of the tariff 
provided the patient has been duly notified, he agrees in 
writing to the extra charge, and the amount of the extra 
charge is made known to the Commission. 


In British Columbia, by agreement between the Plan and 
the medical profession, fees are adjusted periodically on the 
basis of a formula that takes into account changes in price 
and wage levels in the consumer and industrial sectors. 


Newfoundland - This province, together with Nova Scotia 
and Manitoba, became a participant on April 1, 1969. The 
Plan covers all medically-required services by doctors, plus 
a limited range of oral surgery in hospital. Refractions by 
optometrists are not a benefit. 


All eligible residents are covered and there are no premium 
levies, the provincial portion of total costs for insured ser- 
vices being met from general revenues. 


In Newfoundland benefit payments are limited to 90 per cent 
of the fee schedule. Physicians must formally select, and use 
exclusively, one of the modes of payment available. A par- 
ticipating physician must accept 90 per cent of the fee © 
schedule as payment in full. A non-participating physician 
may impose additional charges provided he informs the bene- 
ficiary that he is not a participating physician and that he 
reserves the right to charge in excess of the amount payable 


by the Plan. 


Traditionally, large numbers of doctors in Newfoundland ~ 
have contracted with the provincial government and with certain 
voluntary agencies to receive salaries for service in outlying 
areas. These arrangements were continued after April 1, 1969. 


= Spe 


Nova Scotia - Nova Scotia became a participating province. 
on April W969. Alive lrgrblesrésidents sare covered. Regis- 
tration is required but there are no premiums, the entire 
amount of the provincial portion of the costs of insured 
services being obtained from general revenues. 


The insured services include all medically necessary pro- 
cedures by practitioners, plus a limited range of oral surgery 
procedures in hospitals. Refractions by optometrists are not 
a benefit. 


Benefit payments by the Plan are made at 85 per cent of 
the current fee schedule. Physicians must elect either to 
participate, that is accept all payments directly from the 
Plan, or not to participate. In either case physicians may 
extra-bill, but they must obtain written consent from the 
patient prior to rendering the service, and the amount of the 
extra charge has to be made known to the Commission. 


The Nova Scotia plan is administered by a non-profit 
carrier which has been designated by the public authority as 
its sole agent with respect to fee-for-service accounts. This 
agency carries out all functions relating to eligibility 
checking and the processing and payment of claims, subject to 
review and audit by the public authority. 


Manitoba - Manitoba began participating under the federal 
Medical Care Act on April 1, 1969. Enrolment is compulsory 
for all eligible residents but failure to pay the required 
premiums is not a barrier to receipt of insured services. 
Premium levies are $0.55 per month for single persons and 
$1.10 per month for families. Coverage of welfare recipients 
is automatic without premium payment. There are no premium 
subsidies because the premiums themselves are nominal. 


The insured benefits cover all medically-required services 
provided by medical practitioners and limited dental surgery 
in hospitals..<{ Also ancluded, swaths dimitations «are. the: ser= 
vices of chiropractors, and refractions by optometrists. 


Physicians may elect to participate in the Plan, and to 
accept all payments from the public authority, or they may 
elect to receive payments direct from all their patients. 

In the former case the amount received (85 per cent of the 

fee schedule) must be accepted as payment in full. A non- 
participating physician must give a patient "reasonable notice" 
if he intends to extra-bill. 


Alberta - Alberta became a participating province under 
the federal Medical Care Act on July 1, 1969, with administration 
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by a Health Care Insurance Commission. Registration, as in 
Saskatchewan, was compulsory for all eligible residents 
(except that failure to pay premiums was not a barrier to 
receipt of insured services) and the levels of benefits were 
Similar to those in Saskatchewan for the services of doctors 
and oral surgeons. Additionally, the plan provided limited 
coverage for such paramedical services as refractions by 
optometrists, podiatry, chiropractic, and osteopathy. Doctors 
were paid at 100 per cent of the 1968 fee schedule of the 
medical association. Physicians could elect several modes 
of submitting claims for payment. In all instances, though, 
the Alberta doctors retained the right to extra-bill patients 
if they wish, subject to prior agreement by the patient. 


Monthly premiums were $5.00 for single persons and $10.00 
for families. No premium payment was required from welfare 
recipients. Subsidies reduced the premiums to.$2.50 for 
Single persons, and $5.00 per month for families, whose 
taxable income in the previous year did not exceed $500. There 
was also a provision that the provinces would pay up to full 
premiums for those residents who could prove financial need. 


Substantial changes in the Alberta program became effective 
July 1, 1970. A combined annual premium of $69 for single 
persons and $138 for families was established to cover both 
medical and hospital insurance. Subsidies reduce the premiums 
to $24 for single persons and to $48 for families with no 
taxable income in the previous year; to $36 for single persons 
whose taxable income does not exceed $500; and to $72 for 
families whose combined taxable income does not exceed $1,000. 


Registration and payment of applicable premiums is compul- 
sory. Failure to comply makes householders liable, at time 
of seeking service, for payment of back premium levies, plus 
a penalty of 10 per cent of the unpaid premium, in order to 
ensure payment of the doctor's claim. 


Residents objecting in principle to claiming benefits 
under the new program can now elect to remain outside the 
program (i.e. to "opt out") and not ito be liable fox premium 
payment. For hospital and related care, they are at liberty 
to obtain private insurance coverage but application of the 
federal Medical care Act prevents private carriers from offering 


insurance for physicians' services. 


lan also offers subscribers the option of purchasing 
health services (again, with subsidy 
ntary Alberta Blue Cross agency. 
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The new p 
insurance for additional 
provisions) from the volu 
Rates applicable to non-gro 


aay ae 


regular non-group coverage offered by this agency, but slightly 
higher than regular group rates. The optional member ship | 
offers coverage for hospital differential charges for semi- 
private and private ward care, ambulance services, drugs, — 
appliances, home nursing care, naturopathic services, clinical 
psychological services, and dental care needed because of 
accidental injury. 


Also, since July 1, 1970, payments to physicians have been 
made at 100 per cent of the 1969 fee schedule. 


Ontario - Ontario began participating on October 1, 1969. 
Enrolment is compulsory for persons in specified employed 
groups and voluntary for others. The insured benefits 
currently cover all medically-required services of medical 
practitioners and of oral surgeons in specified hospital 
settings, and refractions by optometrists. Provision was 
made after July 1, 1970, for coverage, with limitations, of 
certain paramedical services offered by chiropractors, 
osteopaths, and podiatrists. 


Payments are made at 90 per cent of the current fee schedule. 
Physicians may choose various modes of payments, but they are 
not required to enter into a formal commitment to confine 
themselves to any given mode. Regardless of the mode of pay- 
ment selected, a physician is required to advise the patient of 
any intention to charge more than is provided under the Plan. 


Premiums are $5.90 per month for single persons, $11.80 per 
month for 2-person families, and $14.75 for families of 3 or 
more. Coverage is automatic for welfare recipients and no 
premium payment is required for them. Subsidies for low-income 
families modify premiums as follows: 


(1) No taxable income in the previous year -- full premium 
assistance (i.e., 100 per cent subsidy); 


(2) Some taxable income -- 


— S295 Desmmonth  (ase., 50: per cent, subsidy) for 
Single persons if taxable income in previous 
year was $500 or less; 


1455590 per MONE BCL scw, JO pernicent subsidy) fox 
2-person families if combined taxable income in 
previous year was $1,000 or less; 


Spo, J0iuperr Monte Gee.) .O0opemacent subsidy )».for 
families of 3 persons or more if combined taxable 
income in previous year was $1,300 or less. 
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There are two additional provisions relating to financial 
aid. Three months' coverage is paid for families qualifying 
for temporary assistance, and recipients of Old Age Security 
pensions are Entitled stoqstad? subsidy of premiums at permis- 
sible income levels higher than the ceilings set under the 
general subsidy program. 


As in British Columbia, the public authority in Ontario 
makes use of administering agencies. In Ontario these: agencies 
can be non-profit agencies or commercial insurance companies 
handling this component of their activities on a non-profit 
basis. Agencies can be "designated" or "participating" 
depending upon their degree of involvement in enrolment and 
claims-processing functions. Most of their enrolment is of 
emp loyee and other groups. Additionally, the Ontario Health 
Services Insurance Plan itself enrols members and processes 
claims and covers the majority of non-group and subsidized 
beneficiaries. 


Health Care Programs for Welfare Recipients 


Provincial programs providing certain medical care and other 
health care benefits to recipients of welfare allowances were 
in operation in each province prior to the introduction of 
province-wide medical care insurance. Organized provincial 
schemes providing stipulated health services were introduced in 
Ontario in 1942; Saskatchewan in 1945; Alberta in 1947; British 
Columbia in 1949; Nova Scotia in 1950; Manitoba in 1960; Quebec 
in 1966; Prince Edward Island in 1966; and New Brunswick in 1967. 
Newfoundland has for many years operated a plan that provided 
care as required for persons in need. The total number of 
persons eligible for benefits under such programs are estimated 
to have reached 1,150,000 inthe fiscal-vyear b967=68.. 


Hospital care insurance programs in every province provide 
automatic coverage to welfare allowance recipients without pay- 
ment of premiums or co-charges by them. 


Physicians' Services. - Following the implementation of 
public medical care insurance plans in the provinces of 
Saskatchewan, Alberta, British Columbia, Ontario, Manitoba, 
Nova Scotia, and Newfoundland provincial welfare recipients 
became automatically enrolled without premium payment. Under 
such programs for recipients of welfare, benefits and payment 
rates to physicians are identical to those applicable to the 
general population. Co-charges and extra-billing are usually 


waived. 


covering welfare recipients and pro- 
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continued, as of early 1970, in Quebec, New Brunswick and 
Prince Edward Island. 


Provision of other health care benefits continues to follow 
a variety of patterns established under provincial or municipal 
programs, with costs now shared under the Canada Assistance 
Plan. 


Prescribed-Drug Benefits. - In British Columbia, Alberta, 
Saskatchewan, New Brunswick, and Newfoundland virtually all 
provincial public assistance recipients are enrolled under 
schemes providing prescribed-drug benefits. In Manitoba a 
drug program covers persons designated as aged and infirm, 
recipients of mothers' allowances and their dependents, . 
government wards, and indigent persons in unorganized terri- 
tory. A variety of systems of drug benefit and non-benefit 
lists are employed and payment rates to pharmacies or dis- 
pensing physicians are negotiated by provincial governments. 
Under several schemes co-charges are levied on patients. 


Drugs provided at local initiative in Ontario, Nova Scotia 
and Quebec are sharable under provincial legislation as well 
as under the Canada Assistance Plan and the Interim Arrange- 
mente Act. 


Dental Care Benefits. - Dental benefit plans are operated 
for selected recipients of welfare in the four western pro- 
vinces and in Ontario. In British Columbia, special means 
tests are applied to public assistance recipients in order to 
qualify them for enrolment. A separate program is operated 
in that province for the children under 13 years of age of 
all welfare recipients. The Ontario program provides dental 
benefits to persons in receipt of mothers' allowances and 
dependent fathers' allowances. This includes parents and 
their children under the age of 18. All provincial public 
assistance recipients qualify for dental benefits of schemes 
operated in Alberta and Saskatchewan. 


Benefits under these dental plans typically exclude specified 
services and require prior authorization for some services. 
in the three westernmost provinces, posterior bridgework, 
prophylaxis and paedodontics are excluded. Prior authorization 
is required in British Columbia and Saskatchewan for dentures, 
relines, gold inlays, orthodontia and periodontia. Payments 
to dentists are at negotiated fixed rates under each of these 
plans. The patient is required to pay a co-charge of approx- 
imately 50 per cent of the cost of dentures in Alberta and 
Saskatchewan. 
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All dental care expenditures by municipalities in Ontario 
in respect to welfare recipients are shared by the province 
and through the Canada Assistance Plan. 


A limited range of in-hospital dental surgery performed by 
physicians and dentists is a benefit under provincial medical 
Care insurance plans. 


Optical Care Benefits. - Health benefit schemes for welfare 
recipients included certain optical care services and eye- 
glasses in the four westernmost provinces. 


With the implementation of public medical care insurance 
schemes in those provinces and in Nova Scotia, Ontario, and 
Newfoundland, refractions performed by physicians became 
general benefits under the schemes, and refractions by optom- 
etrists were also included except in Nova Scotia and Newfound- 
land. Thus previously-existing special authorization require- 
ments for refractions in respect to welfare recipients were 
removed. 


Frames, lenses and fittings continue to be benefits of the 
provincial health benefit schemes in the western provinces. 
Certain restrictions typically govern the amount which will 
be paid for frames, e.g., for cosmetic purposes. 


Other Health Care Benefits. - Other health benefits which 
are provided under programs in some provinces include home 
nursing, appliances, physiotherapy, podiatry, chiropractic, 
and emergency transportation, usually at the discretion of 
the provincial authority. All such payments, including those 
initiated by municipalities, are sharable under the Canada 
Assistance Plan. Some of these benefits are now included under 
provincial medical care insurance plans. 


Federal Programs. - Traditionally the federal government 
has provided a range of health benefits to needy war veterans, 


Indians and Eskimos. 


These groups are now covered under provincial public hospital 
and medical insurance plans where such programs have been set 
up. In the remaining provinces the federal government continues 
to provide services directly and continues to provide such 
extended health care as is necessary where it is not among 
benefits of provincial health insurance programs. 
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Subsection 5 - Services for the Disabled and the Chronically Ill 


The success of rehabilitation programs for injured workers, 
veterans, handicapped children, and other disability groups has 
encouraged more recent efforts to extend rehabilitation services 
to all handicapped persons. Physical medicine and rehabilitation 
departments have been established in the teaching hospitals and 
most veterans' and children's hospitals. There are about 40 
children's hospitals and rehabilitation centres in the main 
cities; many children are also treated at general hospitals, or 
at rehabilitation centres that serve both adults and children. 
Five rehabilitation centres are operated under workmen's compen-— 
sation programs. 


Hospital services available to in-patients and out-patients 
include physical medicine, physiotherapy, occupational therapy, 
and social services; most of the children's hospitals and the 
teaching hospitals also supply speech therapy. The rehabilita- 
tion centres provide comprehensive medical, psychosocial, and 
vocational services to more-severely disabled persons. Provincial 
and community agencies providing rehabilitation and home care 
services co-operate in the rehabilitation of disabled persons. 


Most large general hospitals conduct out-patient clinics 
for various.diseases and disabilities, such as arthritis .and 
rheumatism, diabetes, glaucoma, speech and hearing defects, 
heart diseases, and orthopedic and neurological conditions. 
Voluntary agencies concerned with such specific disability groups 
AS abthrities,; che bland, the deat, children sutrering trom 
cystic'fibrosis, haemophilia, or muscular dystrophy, the mentally 
ill or retarded, or disabled persons generally, are also broad- 
ening their rehabilitation services to include counselling, 
personal aids and appliances, transportation, employment and 
education, sheltered workshops and services for the homebound. 
Home care programs, under either hospital or community sponsor- 
ship, have been established in five provinces to provide nursing, 
homemaker, physiotherapy, and other services to the disabled, 
the chronically ill, the aged, and the convalescent. 


Provincial health, welfare, and education departments and 
voluntary agencies are developing specialized services for 
physically and mentally handicapped children. Most provinces 
have registries of handicapped children, of varying coverage, 
and these are being found increasingly useful in the planning 
and co-ordination of rehabilitation services. In addition to 
medical rehabilitation, health departments and the crippled 
children's societies provide family counselling, recreation, 
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transportation, and foster home care; travelling clinics extend 
periodic diagnostic and treatment services to outlying areas. 
Special schools or classes for various groups of handicapped 
children are operated by local school boards in the main cities, 
but most of the 15 residential schools for the deaf and the six 
for the blind are operated under provincial auspices. 


Regional prosthetic research and training units, supported 
by National Health Grants, have been set up in rehabilitation 
centres in Montreal, Toronto, and Winnipeg, and in the Bio- 
Engineering Institute of the University of New Brunswick. 
Artificial limbs and prosthetic appliances are made available 
in ie prosthetic centres across Canada in accordance with 
provisions determined by provincial health departments. A 
federal-provincial program assists in meeting the extraordinary 
rehabilitation, maintenance, and counselling costs on behalf 
of children with thalidomide-induced defects. 


Eleven university schools offer training in physical therapy 
and/or occupational therapy and four provide training in 
audiology and speech therapy. 


In the year ended March 31, 1970, of the $30,900,290 made 
available through the general health grants to assist the 
provinces in their rehabilitation programs, $2,093,458 was 
specifically allocated to the Medical Rehabilitation and 
Crippled Children Grant. These grants are used to develop med- 
ical rehabilitation personnel through grants to the university 
schools and student bursaries, for equipment, and for research. 


Section? 4 —! Emergency Health Services 


In 1951 when the responsibility for civil defence was 
transferred from the Department of National Defence to the 
Department of National Health and Welfare, the: Civil Defence 
Health Services group was formed within the Department to 
make plans for health services in a wartime emergency. In 
1959, the Civil Defence Order assigned special powers and 
duties to several Ministers to prepare, and to assist the junior 
governments to prepare, for war emergencies (this order, as 
amended in 1963, was replaced in 1965 by the Civil Emergency 
Measures Planning Order) and the Canada Emergency Measures — 
Organization was created to co-ordinate civil defence planning. 


The Emergency Health Services Division, established afi Leo 
by the Minister of National Health and Welfare in his own 


department, encourages, with the support of an advisory 
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committee, the provinces to develop their own emergency health 
services divisions. These are organized under a provincial 
director who is generally assisted by a health-supplies 
officer and a nursing consultant. A staff medical oft acer 
represents the federal Emergency Health Services in each 
provincial organization. 


The provincial emergency health services have four, tasks: 
they ensure effective functioning of health services, so that 
vital health services will be maintained in an emergency or 
reorganized after a disaster; they encourage and co-ordinate 
local planning for the development of emergency medical units; 
they inform and educate the public through courses in first 
aid to the injured and in home nursing, and train professional 
health workers, students, and volunteers, for thear. functions 
during an emergency; and they dispose emergency medical units 
of the national stockpile at strategic locations. 


Not all provincial and municipal health departments have 
developed their emergency planning to such an extent that. they 
could function in a wartime disaster. Some, however, have 
planned their emergency measures so that they have been able 
to meet peacetime disasters successfully. Many emergency 
medical units have been strategically located, and the govern- 
ments generally are agreed upon the objective of emergency 
health planning. 


Section 5 - International Health 


Canada actively assists and co-operates with the World 
Health Organization (WHO) and the other specialized agencies 
of the United Nations whose programs have a substantial health 
component or orientation. Canada's candidacy for re-election 
to the WHO Executive Board was successful by almost unanimous 
support at the 2lst World Health Assembly. Capital and 
technical assistance are provided to developing countries 
through the Colombo Plan and other bilateral aid programs. 
Health training is provided for a number of persons coming to 
Canada each year under the various technical co-operation 
schemes;.during 1967, there were 313 trainees in Canada 
studying in a wide range of health disciplines under the 
Canadian International Development Agency Program, but with 
greatest concentration in undergraduate medicine and in public 
health. 


Canadian experts in health legislation, health adminis- 
tration ,~nursang, and-velated saneas -undertook specific 
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assignments abroad during the year and teachers and special- 
ists in a number of clinical fields were provided in response 
to requests from developing countries. Capital assistance, 
primarily through the provision of Cobalt-60 beam therapy 
units for cancer treatment centres in the Colombo Plan area, 
was continued. AS a-Tesulteof theivisit towdetnam an 167 
of the Advisory Team on the Vietnam Medical Program, expanded 
tuberculosis, rehabilitation, immunization, hospital equip- 
ment, and other programs have been implemented. 


To carry out Canada's obligations under the International 
Sanitary Conventions, the Department of National Health and 
Welfare maintains quarantine measures for ships and aircraft 
entering Canadian ports and provides accommodation and medical 
obs for ans arriving in Canada who require quarantine 

Sec py 9). 


The Department is responsible for the enforcement of 
regulations governing the handling and shipping of shellfish 
under the International Shellfish Agreement between Canada 
and the United States and, at the request of the International 
Joint Commission, participates in studies connected with 
control of pollution of boundary waters between Canada and 
the United States as well as with problems caused by air 
pollution. Other responsibilities include the custody and 
distribution of biological, vitamin, and hormone standards 
for WHO and certain duties in connection with the Single 
Convention on Narcotic Drugs, 1961, as well as Canada's re- 
presentation on the Narcotic Commission of the United Nations. 
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PART II - PUBLIC WELFARE AND SOCIAL SECURITY 


. Responsibility for social welfare is shared Oytatl Levels 
O© government. Comprehensive income-maintenance measures 
such as the Canada Pension Plan, old age security pensions, 
the guaranteed income supplement, family allowances, youth 
allowances, and unemployment insurance, where nation-wide co- 
ordination is required, are administered federally. The 
federal government gives substantial aid to the provinces in 
meeting the costs of public assistance and also provides ser- 
vices for special groups such as veterans, Indians, Eskimos, 
and immigrants. The Department of National Health and Welfare 
is generally responsible for federal welfare matters although 
the Departments of Veterans Affairs, Indian Affairs and 
Northern Development, and Manpower and Immigration operate 
programs for specific groups. . 


Administration of welfare services is primarily the respon- 
sibility of the provinces but the provision of services is 
often assumed by local authorities, generally with financial 
aid from the province. 


Section 1 - Federal Welfare Programs 


(1) 


Subsection 1 - Canada Pension Plan 


The Act establishing the Canada Pension Plan received Royal 
Assent on April 3, 1965 and was proclaimed in force on May 5 
of the same year. Collection of contributions commenced in 
January 1966, in January 1967 the first benefits were paid in 
the form of retirement pensions, in February 1968 the first 
survivors' benefits were paid, and in February 1970 the first 
disability benefits were paid. The Plan represents an important 
milestone in Canadian social development. It will enable 
millions of people to make financial provision -+for tiere 
retirement and to protect themselves and their dependents or 
survivors against loss of income in the event of the disability 


or death of the head of the family. 
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(1) Prepared by the Canada Pension Plan Administration. 
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The Plan is universally applicable throughout Canada, 
except in the Province of Quebec, where a comparable pension 
plan has been established. The Canada and Quebec Pension Plans 
are closely co-ordinated and operate virtually as a single 
program. Together, they cover almost all members of the 
labour force in Canada. Benefit credits accrued under the 
Canada or Quebec Plans are portable throughout Canada..re A 
contributor who may have worked for more than one employer 
during his lifetime or who may be self-employed for all or 
part of his working life will accumulate pension credits 
regardless of where he may work in Canada. Lh aoe Le Lom, 
benefits under the Plan are payable to beneficiaries whether 
or not they live in Canada. Every contributor to the Plan 
must have a Social Insurance Number so that his pensionable 
earnings may be accurately recorded for benefit purposes. 


The maximum pensionable earnings for a year were $5,000 
for 1966 and 1967, $5,100 for 1968, $5,200 for 1969, and 
$5,300 for 1970. From 1971 to 1975, the figure of $5,300 
will be adjusted in line with changes in the Pension Index. 
which, in turn, is based on the Consumer Price Index. Begin- 
ning in 1976, the maximum pensionable earnings for a year will 
be adjusted in accordance with changes in the Earnings Index 
to reflect changes in average wage and salary levels in Canada. 


To participate in the Plan, a person must be between the 
ages of 18 and 70 and earn more than $600 yearly as an employee, 
or at least $800 if he is self-employed. As of 1970, contribu- 
tions are made on earnings between $600 and $5,300 a year in 
the case of both employees and self-employed persons. Employees 
Gontribute at the rate of 1:8 per cent and a matching contribu= 
tion is made by their employers; self-employed persons con- 
tribute lat ethe rate of. .0 pet cent. .,.NO, contributions are vo 
be made by persons while they are receiving disability pensions 
or after they commence to receive retirement pensions. Although 
contributions are made on annual earnings between $600 and the 
Maxima referred to above, benefits are calculated on total 
earnings up to that maximum. That is, while contributions are 
not paid on the first $600 of annual earnings, that amount is 
nevertheless included in the calculation of benefits. 


The earnings-related component of the benefit which a 
person is entitled to receive under the Canada Pension Plan 
is based on the contributor's average pensionable earnings. 
Before this average is calculated, however, all earnings are 
adjusted in line with the applicable maximum on pensionable 
earnings during the benefit year. Thus, when a benefit first 
becomes payable, the earnings on which it is based are related 
to the maximum on pensionable earnings at that time rather 
than to the maximum when the earnings were received. 
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Benefits are classified under three main headings: 
Retirement Pensions; Survivors' Benefits, consisting of a 
widow's pension, a disabled widower's pension, orphans' 
benefits, and a lump sum death benefit; and Disability 
Benefits comprising pensions for disabled contributors and 
benefits for their dependent children. 


From 1970 on, Retirement Pensions are payable to contrib- 
utors who are 65 years of age or over provided that, if under 
age 70, they were retired from regular employment. For 
contributors who have reached 70 years of age, retirement 
pensions are payable regardless of whether they are retired. 
They become payable at their full rate beginning in January 
1976. This rate amounts to 25 per cent of what the updated 
pensionable earnings of contributors have averaged since 
January 1, 1966, or from age 18, whichever comes later. 


; Contributors who become eligible for retirement pensions 
prior to 1976 receive reduced amounts. In the calculation 
of Retirement Pensions that commence during this period, 
pensionable earnings are averaged over ten years or 120 months. 
The only exception is where a disability pension has been 
paid, in which case the time during which that pension was in 
pay is deducted from the ten years and the remaining period 
used for averaging purposes. In the calculation of retirement 
pensions that commence after 1975, provision is made to assist 
the contributor who may have had periods of low or no earnings 
during his contributory period. This is accomplished by 
dropping out the number of months during which contributions 
may have been made after age 65, and either by using the 
pensionable earnings in those months in place of earlier 
periods of lesser or no earnings, or by dropping such pension- 
able earnings out of the calculation if they are less favourable 
to him. Also dropped out of the calculation are up to 15 per 
cent of the number of months he could have contributed before 
age 65 and the earnings in an equal number of months, although 
the drop-out must not reduce the number of months for averaging 
purposes to less than 120. 


A person under 70 years of age who’ is*"in receipt of a 
retirement pension must meet an earnings testis: Inr 1970, the 
maximum annual remuneration from employment he may earn with- 
out affecting the amount of his pension is $900. Should his 
yearly earnings exceed this figure, his pension is reduced as 
follows. When annual employment earnings are between $900 and 
$1,500, the reduction will equal 50 per cent of the amount 
over $900, or an amount of up to $300 per year; if earnings 
exceed $1,500, the amount deducted will be $300 plus the actual 
amount earned over $1,500. However, the amount of pension 1S 
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not subject to reduction for any month in which the pensioner 
does not earn over $75. At age 70, a contributor is entitled 
to receive the full amount of his retirement pension regardless 
of the amount of his earnings. 


Survivors' Benefits became payable in February 1968. They 
are paid to or on behalf of the survivors of a deceased contrib- 
utor who has made contributions for the minimum qualifying 
period, which is three years for those whose benefits commence 
before 1975. 


A woman who is widowed between ages 45 and 65 is entitled 
to a widow's pension consisting of a flat-rate component plus 
373 per cent of her husband's retirement pension. The flat-rate 
component is equal to $25 multiplied by the ratio of the Pension 
Index for the year in which the contributor dies to the Pension 
Index for 1967. Thus, for 1970, the flat-rate component 1s 
$26.53. Should her husband not be in receipt of a retirement 
pension at the time of his death, such a pension is calculated 
in prescribed manner for the purposes of computing the amount 
of the widow's pension. If a woman is widowed under age OVA 
the same pension is paid provided she has dependent or disabled 
children or is herself disabled. If she does not meet any of 
these requirements, her pension is reduced by an amount equal to 
1/120 for each month she is less than age 45 at the time Or her, 
husband's death. Accordingly, if a woman is widowed at age 35 
or less, and has no dependent or disabled children and is not 
herself disabled, she will not receive a widow's pension until 
she reaches 65 years of age, unless she becomes disabled in the 
meantime. 


A widow aged 65 or over receives a widow's pension equal 
to 60 per cent of her husband's retirement pension, regardless 
of her age at the time her husband died or whether she was 
receiving a widow's pension before she became 65. Again, if 
her husband was not in receipt of a retirement pension at 
the time of his death, one is calculated in prescribed manner 
in order to compute the amount of the widow's pension. Women 
who receive widow's pensions may also have contributed to the 
Canada Pension Plan themselves and consequently may be 
entitled to retirement or disability pensions in their own 
right. In such cases, the widow's pension will be combined 
with the other pension, in accordance with a prescribed for- 
mula, but the combined total cannot exceed the maximum retire- 
ment pension payable under the Act. 


Orphan's benefits are payable on behalf of a deceased 
contributor's unmarried dependent children. The rate for 
each of the first four children is equal to the flat-rate 
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component of the widow's pension ($26.53 for 1970); for more 
than four children the total benefit, which is divided equally 
among the children, is the sum of $26.53 for each of four and 
half of that amount for each child in excess of four. Bene- 
fits are payable until the child reaches age 18 or up to age 
25 if he continues to attend school or university full time. 


A disabled widower's pension is payable where he was 
wholly or substantially dependent on his wife for financial 
‘Support at the time of her death. The test of disability is 
the same as that for a person who claims a disability pension 


and the pension formula is the same as that for a disabled 
widow. 


, When a contributor dies, a lump sum death benefit equal 
to six times his monthly retirement pension will be paid to 
his estate. This benefit is subject to a maximum of 10 per 
cent of the maximum pensionable earnings which, for 1970, 
would mean a payment not exceeding $530. Should a contribu- 
tor not be in receipt of a retirement pension at the time 
of his death, a calculation is made in prescribed manner 
for purposes of establishing the amount of the death benefit. 


Disability Pensions became payable in 1970. A cOntrtpu— 
tor is considered to be disabled if he has a physical or 
mental disability that is so severe and likely to continue 
so long that he cannot regularly engage in any substantially 
gainful occupation. Disability pensions, plus benefits for 
the dependent children of disabled contributors, are avail- 
able provided contributions have been made to the Plan for 
the required minimum period, which is for five years for 
contributors whose disability pensions will commence before 
1976. The amount of the pension consists of a flat-rate pay- 
ment egual to the flat-rate component of a widow's pension 
plus 75 per cent of what the contributor's monthly retire- 
ment pension would have been had he reached age 65 when his 
disability pension commenced. Benefits are payable on be- 
half of a disabled contributor's dependent children at the 
same rates and under essentially the same circumstances as 


the orphan's benefits. 


All monthly benefits are adjusted upwards annually if 
the changes in the Pension Index warrant it. Benefits in 
payment in 1967 were increased by two per cent effective 
January 1968, those in payment in 1968 were increased by two 
per cent effective January 1969, and those in payment in 
1969 were increased by two per cent effective January 1970. 


EGO a 


Any contributor or beneficiary under the Plan has Cie 
right to appeal decisions with which he is dissatisfied. 
Appeals by employees and employers regarding coverage and 
contributions are first made to the Minister of National 
Revenue and, if the individual is not satisfied with the 
Minister's decision, he may appeal to the Pension Appeals 
Board whose decision is final. For self-employed persons, 
appeals with reference to the assessment of their earnings 
for Canada Pension Plan purposes are treated in the same 
way aS appeals under the Income Tax Act. With respect eo 
benefits, there is a three-stage appeal procedure: first, 
to the Minister of National Health and Welfare; secondly, 
to a Review Committee; and thirdly, to the Pension Appeals 
Board whose decision is final. 


The legislation provides for the investment of the funds 
that accrue from monthly contributions, less the estimated 
amounts required to pay benefits and administrative costs 
over a three-month period. These funds are made available 
to each province on the basis of the relationship between 
the contributions made to the Plan by and on behalf of 
residents of that province and the total contributions made 
to the Plan. Funds not borrowed by the provinces are in- 
vested in federal securities. The Canada Pension Plan is 
entirely self-supporting in that all benefits and all costs 
incurred in the administration of the program are financed 
solely from the contributions made by employees, employers, 
and self-employed persons and the interest earned from 
the investment of funds. 


An Advisory Committee representing employers, employees, 
self-employed persons, and the public, which was established 
in 1967, reviews from time to time the overall operations 
of the Plan, the state of the Investment Fund, and the ade- 
quacy of coverage and benefits; and reports to the Minister 
of National Health and Welfare. In addition, a report on 
its activities is included in the Annual Report on the Plan. 
The legislation authorizes arrangements to be made with 
other countries to achieve as full coverage of persons in 
the labour force in Canada as is possible and to ensure the 
portability of pension credits between Canada and the 
countries concerned. 


The Minister of National Health and Welfare is responsible 
for the administration of all parts of the program except 
coverage and the collection of contributions, which come 
under the jurisdiction of the Minister of National Revenue. 
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The Unemployment Insurance Commission is responsible for the 
assignment of Social Insurance Numbers and for the mainten- 
ance of the Central Index. The Department of Finance is 
responsible for the administration of the Canada Pension Plan 
Account and the Canada Pension Plan Investment Fund. The 
pe onene of Supply and Services gives temporary assistance 
fe) the Department of National Health and Welfare in the 
Operation of the electronic data processing service which 
1S required to maintain the Records of Earnings of contribu- 
.tors and to calculate benefits payable under the Plan. The 
Chief Actuary, Department of Insurance, is responsible for 
the preparation of reports on the future financial progress 
of the Plan and on the effect on the Fund of proposed amend- 
ments to the Plan. 


The Canada Pension Plan Administration of the Department 
of National Health and Welfare consists of a head office 
establishment in Ottawa and a network of 38 District Offices 
located in the major. population centres..tn- Canada cutside 
the Province of Quebec and 104 local Gfficesi the latter, on 
a part-time basis. 


Tables 14. to. 20) set. OUE Statistics*ot the Canada Pension 
Plan. 


Subsection 2 - Old Age Security 


Under the; Qld Age Security Act: of 92951;, as amended, the 
Federal Government pays a monthly pension to all persons aged 
65 or over who meet the necessary residence and age qualifica- 
tions. Until 1966 the pension was payable to those aged 70 
or over but an annual one-year reduction in pensionable age 
from 70 to 65 was completed in 1970. Until 1967, the pension 
amounted to $75 a month but, in 1968 and succeeding years, 
the amount of the pension may be adjusted in line with 
changes in the Pension Index developed for the Canada Pension 
Plan; it reached’ $79.58 in January 1970. 


The Old Age Security pension is payable to a person of 
attained age who has resided in Canada for ten years immediately 
preceding the approval of his application for the pension. 

Any gaps in the ten-year period may be off-set if the applicant 
had been present in Canada in earlier years for periods of time 
total to double the length of the gaps; in this case, 
the applicant must also have resided in Canada for. 
immediately before the month in which his application 
The pension is also payable to 


egual in 
however, 
one year 
for pension may he approved. 
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27G = 
TABLE 20 - AVERAGE INCOME OF CONTRIBUTORS TO THE 
CANADA PENSION PLAN AND QUEBEC PENSION PLAN, 
BY PROVINCE, CALENDAR YEAR 1968 


Average Income of: 


Province 


Contributors |Contributors}|Contributors 


Newfoundland 


Prince Edward Island 


Nova Scotia 


New Brunswick 


Quebec 


Ontario 


Manitoba 


Saskatchewan 


Alberta 


British Columbia 


Yukon Territory 


Northwest Territories 


Canada 


Ay is Se 


persons of attained age who have left Canada before reaching 
that age but who have had 40 years of residence in Canada 
since age 18. A pensioner may absent himself from Canada and 
continue to receive payments. If he has lived in Canada for 
25 years since his 2lst birthday, payment outside of Canada 
may continue indefinitely; if not, payment is continued for 
Six months, in addition to the month of departure, and is then 


suspended, to be resumed only with the month in which he 
EGcurns>to Canada, 


The program is administered by the Department of National 
Health and Welfare through regional offices located in each 
provincial capital, to which application is made for pension. 
The regional office in Edmonton administers accounts for and 
receives applications from residents of the Yukon and the 
Northwest Territories. The Old Age Security plan is financed 
through a 3 per cent sales tax, a 3 per cent tax on corpora- 
teonlincome and, subject to gi limit off$240 a year, a 4 per 
cent tax on taxable personal income. The revenues from these 
sources are paid into a separate fund called the Old Age 
Security Fund, from which are paid the Old Age Security 
pensions and, from January 1, 1967, benefits under the Guaran- 
teed Income Supplement program. Tables 21 and 22 provide 
statistics of the Old Age Security program. 


Guaranteed Income Supplement. - A 1966 amendment to the 
Old Age Security Act provides for the payment of a monthly 


guaranteed income supplement to Old Age Security pensioners 
who have little or no income other than the pension. The 
supplement is limited to pensioners born on or before 
December 31, 1910, who by reason of age are or will be unable 
to benefit substantially from the Canada or Quebec Pension 
Plans. The program commenced on January 1, 1967. Beginning 
at that date, the maximum supplement was $30 a month; in any 
year after 1967, it is to be 40 per cent of the amount of/the 
flat-rate Old Age Security pensions With the escalation of 
the latter pension effected January 1970, the maximum 
supplement was increased to $31.83 a month. Thus, pensioners 
with only the Old Age Security pension receive a guaranteed 
annual income of Si, 336.92"-for a’ single=pensioner™enc;, for a 
married couple who are both pensioners, $2,673.84. This 
consists of the monthly $79.58 pension and the monthly 
supplement of $31.83 which-is subject to an vincome test, 


Pensioners with income in addition to their old age 
security pension may receive partial benefits. The maximum 
supplement is reduced by $l a month for every full $2 a 
month of income over and above the Old Age Security pension 
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that may have been received. Income for this purpose is the 
same as that computed in accordance with the Income Tax Act. 
In the case of a married couple, each is considered to have 
one-half of their combined income. Where one spouse will 

not be receiving an Old Age Security pension at any time in 
the current year, six times the amount of the monthly Old 
Age Security pension is deducted from one-half of the combined 
income in calculating the income of the pensioner for 
Guaranteed Income Supplement purposes. 


Payments will not be made to married couples unless both 
spouses submit returns. However, in order to prevent undue 
hardship when no statement of income is obtainable from one 
spouse, the other, in certain circumstances, may be deemed to 
be single for purposes of determining income. Furthermore, 
although marital status is determined as at December 31 of the 
preceding year, even if this status should change in the current 
year, a special provision allows a person to be deemed either 
married or single in the preceding year. 


If a pensioner who is in receipt of a supplement leaves 
Canada, the supplement will be paid for the month of departure 
and for six further months. Payment will then be discontinued 
Until has Peturn. 


The guaranteed income supplement program is administered 
in conjunction with the Old Age Security pension program. 
An application for the supplement is sent to each person 
when he begins to receive the Old Age Security pension and 
subsequently at the beginning of each calendar year. En- 
titlement is reassessed each year on the basis of the 
pensioner's income in the preceding year. 


Statistics of the operations of the Guaranteed Income 
Supplement program appear in Tables 23 to 29. 


Subsection 3 - Family Allowances 


The Family Allowances Act of 1944 assists in providing 
equal opportunity for all Canadian children. The allowances 
do not involve a means test and are paid from the federal 
Consolidated Revenue Fund. They do not constitute taxable 
income but there is a smaller income tax exemption for children 
eligible for allowances. 


Allowances are payable in respect of every child under 
the age of 16 years who was born in Canada, or who has been 
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TABLE 24 - NUMBERS AND PERCENTAGES OF THE POPULATION RECEIVING 
GIS AS OF JANUARY 1, 1967 AND 1968, BY SEX AND AGE (a) 


As of January 1, 1968 


Per cent of Per cent of 
population (b) population (c) 
receiving GIS and receiving GIS and 


Without With Without With 
other other other other 
income(d) | income (d) income (e) | income (e) 


FOUODADAHRWHO 
NNOROUUAM 
NONWAHNOD 
PNR BON DW 


0) .9 4 
4 14 4 
9 Ay) 4 
0) A(8) 7 
ik .8 5 
4 a 4 
7 73 8 
6 AO} 0) 
4 el 6 


NORrOWATrFOW 


67505 
54,525 
16,475 

3,875 


(a) Based on samples of GIS applications. 

(b) Based on 1966 Census data, which give age at last birthday prior to 
June 1, 1966. 

(c) Based on intercensal estimate of population'as of June 1, 1967, 
by the Dominion Bureau of Statistics. 

(d) That is, exclusive of old Age Security (OAS) during the previous 
calendar year. 

) That is, exclusive of OAS and GIS during the previous calendar year. 

) Not eligible for either OAS or GIS at age 67 years in 1967. 


= 93 = 
TABL ss 
E 25 - INCOME STATUS DURING PREVIOUS YEAR OF OAS PENSIONERS RECEIVING GIS 
AS OF JANUARY 1, 1967 AND 1968, BY SEX, AGE, AND MARITAL STATUS (a) 


etn ao weed Married pensioners in Married pensioners in 
Pp Oners two-pensioner families one-pensioner families 


Per cent Per cent 
with 
income ( 


(c) a 
% 9 


Per cent(e) 
with 
income (c) 


with Average (d) 


; Average (d) 
income (c income (c) 


income (c) 


Average (d) 
income (c,e) 


2) 
% 


‘© 


-0 
Ae) 


: : : 


(a) Based on samples of GIS applications. 


(b) "Not-married pensioners" is defined as “persons who have never married, persons who 
are not now married because of death of spouse, divorce or legal separation, or 
persons whom the Minister has deemed to be not-married for purposes of the program." 


(c) Excluding OAS in 1966 and OAS and GIS in 1967. 
(d) Per pensioner having income. 


(e) Of pensioners only. 

(£) The years shown are those in which the incomes were actually received, Thus the 
years 1966 and 1967 refer to the 1967 and 1968 GIS recipients respectively. 

Not eligible for either OAS or GIS at age 67 years in 1967. 

(*) Less than five cases with the characteristics indicated were reported in the 
sample. 
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TABLE 27 - PER CENT OF RECIPIENTS OF GIS AS OF 
JANUARY 1, 1967 AND 1968, HAVING NO INCOME(a) IN THE 
PREVIOUS YEAR, BY SEX, AGE, AND MARITAL STATUS (b) 


Married pensioners Married pensioners 
in two-pensioner in one-pensioner 
families families 


Not-married 
pensioners (c) 


PPYWORPWE AI 
OYNIONUOCHU 


Sw 
23 
ak: 
ee) 
a3 
eat) 
a 
-3 
4 


All ages 


(a) 
(b) 
(c) 
(d) 


(e) 
(*) 


That is, no income except OAS in 1966 and OAS and GIS in 1967. 

Based on samples of GIS applications. 

Defined as in Table 17, footnote (1). 

The years shown are those in which the incomes were actually received. 
Thus the years 1966 and 1967 refer to the 1967 and 1968 GIS recipients 
respectively. 

Not eligible for either OAS or GIS at age 67 years in 1967. 


Less than five cases with the characteristics indicated were reported 
in the sample. 
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TABLE 28 - PERCENTAGE DISTRIBUTIONS OF ALL GIS RECIPIENTS AND OF THOSE 
WITH INCOME, AND THEIR AVERAGE INCOMES, DURING THE PREVIOUS 
YEAR, AS OF JANUARY 1, 1967 AND 1968, BY SEX AND AGE (a) 


Average income during previous year() 


Of tallLiecrs Of GIS recipients 
recipients with income 


$ $ $ $ 


All GIS 
recipients 


| 1967 1968 


GIS recipients 
with income (b) 


0 0 


(2) (o] 


Age 


= 5.4 

Bhs Sy) 5 fi 

SNe 5.3 .6 

Slay? 2363 22 

2073 Piper iS) 

18.1 LBS 2 

8.3 S20 me 

PAE 2 iby) 92 
0.5 0.4 073 


: : : 78 74 302 


0) 100.0 


5.4 a 4.9 
a0, 4.9 Daal 4.3 
5) Diao 5.4 5.0 
sll Tae We, A Sore Rohe 
.0 25.4 DpeAS PRE 
vol AB AKe) LB 79 JES) 57 
Ee 8.6 8.6 Bie 
oul 74 5a) Paes) 20 
6 er 7) 0.4 0.4 


100.0 | 100.0 100.0 100.0 


5.4 = 5 +2 
of, 4.9 5.4 4.5 
=o 5.4 Sr 4.8 
ae 28.8 327.10 28.9 
58) 26¢1 28.6 21'S 
als 1739 18.4 NSS S' 
4 8.4 find 8.0 
no PRA: 2.0 Zod 
6 0.6 0.4 0.4 


. 100. 


6) e) 


100 


lications. 
(a Based on samples of GIS app 
fe Excluding OAS in 1966 and OAS and GIS in 1967. : 4 
(c) The- years shown in these columns are those in which the incomes were 


actually received. Thus, the years 1966 and 1967 refer to the 1967 


and 1968 GIS recipients respectively. 
(a) Not eligible for either OAS or GIS at age 67 years in 1967. 
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a resident of the country for one year, or whose father or 
mother has been domiciled in Canada from a date three years 
immediately prior to the date of birth of the child. Payment 
1s made by cheque each month, normally to the mother, although 
any person who substantially maintains the child may be paid 
the allowance on his behalf, Allowances are paid at the 
monthly rate of $6 for each child under 10 years of age and 
$8 for each child aged 10 or over but under 16 years. If the 
allowances’ are not spent for the purposes outlined in the 
Act, payment may be discontinued or made to some other person 
Or agency on behalf of the child. Allowances are not payable 
for any child who fails to comply with provincial school- 
attendance legislation, who ceases to be maintained by a 
parent, who ceases to be a resident of Canada, or on behalf 
of a girl who is married and under age 16. 


The program is administered by the Department of National 
Health and Welfare through regional offices located in each 
provincial capital. The Regional Director located at Edmonton 
also administers the accounts of residents in the Yukon and 
Northwest Territories. Table 30 gives statistics for each 
province for recent years. 


The federal government pays family assistance, at the 
rates applicable for family allowances, for each child under 
16 years of age resident in Canada and supported by an 
immigrant who has landed for permanent residence in Canada, 
or by ‘a Canadian returned to Canada to reside permanently. 
The assistance, which is payable monthly for the first year 
of the child's residence in Canada, is intended to bridge the 
gap until the child becomes eligible for family allowances. 
The eligibility requirements, other than that relating to 
residence, are the same for family assistance as for family 


allowances. 


The province of Quebec introduced its own family allowances 
program, supplementing the federal scheme, under legislation 
enacted in 1967 and Newfoundland in 1966 introduced a program 
called the Parents’ Supplement (Schooling Allowances), under 
which payments are made for children attending school. 


(See p.120). 


Subsection 4 - Youth Allowances 


Legislation providing for a program of youth allowances 
became effective September 1, 1964. The federal government 
does not provide youth allowances in Quebec, which has had 
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TABLE 30 - FAMILY ALLOWANCE STATISTICS, BY PROVINCE, 
YEARS ENDED MARCH 31, 1965 TO 1970 


here Children Average Average Net 
Families for whom number of allowance (a) total 
Province and year Feces VT Rd) allowance children allowances 


allowance’ | paid in |per family paid during 


in March Per Per 


March in March family child fiscal year 


No. No. . S 


Newfoundland 68,418 210,016 ‘ ; ; 16,37 L056 
69, 346 ZO jpoelez ; : : 16, 945,059 
70,435 Zuo OSs : f fi 16, 960, 053 
72,041 210,812 4 : , 16, 983,302 
8), FENE) 210),938 A : 17,046, 934 
74,922 209,866 a ; ; 17,048,134 


Prince Edward Island.... 14,191 40,201 ; : d 3,266,459 
14,054 39, 632 Fi : 0 By 2 oe Le 
14,099 39,342 : A : 3,190,484 
14,236 39,100 C a ‘ Soy dla (tain ISIS 
L4), 322 38, 684 : : : Bip AMS IS 5 E10) 
14,328 37,966 : : ; 3,120,546 


Nova Scotla...wssevecees 105,163 269,845 ; : é be Tos (OSE 
104,856 267, 689 A ie ; 2UFOS C7 O28 
105,214 264,998 5 : : 2), 2OT, 292 
LOG, 7 ie 263,340 : : A 21,410, 766 
107,741 261,086 Z : ‘ On SOT. O47 
108,451 PSV fiy Sth) 5 ; 3 21,145,467 


New Brunswick B27 os 235 47 Le ; : , 19, 069, 036 
82,851 233,724 ‘ “ 18, 982,908 
82,929 229,798 : ‘ . 18.752, 034 
84,108 227,747 F . G 198,595,852 
85,840 224,085 A - : 18,399,405 
86,141 21137999 ‘ : ; 18,070,949 


TO), SO AA Ose, ei0)>) : c : Ae) Shskely (Ole yah 
792,955] 2,043,428 : ° : 164,972,052 
805), 315) 2,034,966 . . : 65,095,027 
Sisi7220)| 827, 0257, 173 : C ; 164, 637, 234 
8297169 | 1)7,9938/,409 . . ; L637, 2027 053 
SS7 OSS imo OS, 2 : . é 161,788,099 


964,468] 2,248, 642 : , ; ily Aeyr (OhaMoy, SS yiL) 
9837/5025 272847, 059 . a . INS A eet Thy, S13i0) 
DOOM POSSil mes 0S 99 : : ; 185,309,485 
PAO 20 7 S45 Nei o2o nL Oo 5 : . 187,635,949 
1,048,475] 2,337,972 3 . : 189,231,474 
DOGS OSS ee aS Os aw . . 5 190,401,103 


(a) Based on gross payment for March. 


Egress 
TABLE 30 — FAMILY ALLOWANCE STATISTICS, BY PROVINCE, 
YEARS ENDED MARCH 31, 1965 TO 1970 (Concluded) 


Families Children Average 
; receiving| for whom allowance (a) 
Province and year allowance| allowance children allowances 
in March | paid in per family paid during 
March in March fiscal year 


No. No. R $ 


Manitoba,. owe 133,500 323,862 : A ct 257 925,570 
132,148 321,747 ‘ ; 207 225,000 
Abe yy wo) hat 3157166 : é : 25,651, 443 
L317, 098 SZ pede, : : 25,432,808 
US2i 233 SL T,.607 . : : Prey pokes By ISIS} 
232,950 307,626 4 5 : 25,165,427 


Saskatchewan.. 131,449 SUS po wchsyh . : 26,891,288 
131,266 CSA Is A : & 26,9887 3.09 
130,876 S30 7005 ; 5 : 26,870, 934 
131,164 326, 957 5 3 3 26,710,541 
13'0, 999 320,791 : F ‘ 26,470,525 
128,328 312,003 6 5 3 25,937,454 


Alberta... ele 212,630 S257, J0 c : . Ae 26, 3 2h 
213,489 5257859 ‘ : : 42,345,742 
216, 086 527,411 : ‘ : 42,563,978 
220,778 531,409 ; 5 : 42,990,910 
226, 628 535,468 : : : 43,554,268 
23:15 9038 5397975 é . , 44,001,049 


British Columbia. 247,635 573, (LA = ; , 45,745,199 
254,871 589,041 ° ‘ 47,006,572 
264,480 605,443 . 5 : 48,525,782 
273,093 CLG, DLO A : : 49,773, 623 
280,671 624,487 . . : 50, 686, 069 
289,747 634,712 . . : 51, 646, 363 


Yukon and Northwest 
Territories 


16,057 , ; } 1,288,798 
16,414 ‘ : j 1 322,300 
16, 734 § : ; 1,366,935 
17,883 ; ; 1,424,781 
184373 : ; ; 1,496, 764 
19,762 , : : 1,585,909 


GaAnIAGairise ss 


(a) Based on gross payment for March. 


6,817,013 
6,865,057 
6,882,874 
6,901,486 
6,882,900 
6,865,302 


5 AS LD pad ds 
551,734,824 
555,794, 947 
558,774,458 
560,186,052 
559,910,500 


Op 


its own program, called schooling allowances, since 1961. 

With the introduction of the federal scheme, Quebec agreed to 
make certain changes in its schooling allowances program so 
that it would be comparable to the federal measure; since then 
that provinee Nas been compensated by a tax abatement adjusted 
to equal the amount that the federal government would other- 
wise have paid in allowances to Quebec residents. The federal 
youth allowances and the Quebec schooling allowances programs ~ 
cover all eligible young people in Canada. 


Under the federal program, monthly allowances Of FLGw are 
payable in respect of all dependent children aged 16 and 17 
who are receiving. full-time educational training or are pre- 
cluded from doing so by reason of physical or mental infirmity. 
Both the parent or guardian and the child must normally be 
physically present and living in a province other than Quebec. 
The allowance is not payable to a parent who resides in Quebec 
or outside Canada, regardless of where his child may be attend- 
ing school. However, a child may attend school in Quebec or 
outside Canadalonmy, 2. dusabledy receive Care or tradhnisg an 
Quebec or outside Canada, and still be considered eligible, 
on the basis that he is a resident of a province other than 
Quebec but is temporarily absent. 


Allowances normally commence with the month following 
that in which family allowances cease and continue until the 
school year terminates. They are paid retroactively for the 
summer months when the child returns to school at the com- 
mencement of the new school year, although allowances for a 
disabled child not attending school are payable continuously 
throughout the year. Should a student leave school, leave 
the country permanently, cease to be maintained, take up 
residence in Quebec, or die, the allowance will cease. 
Otherwise, the youth allowance continues until the end of 
the month in which the young person reaches age 18. Youth 
allowances are considered not to be income for any purpose 
‘or the Income Tax “Act. 


The program is administered by the Department of National 
Health and Welfare. Theinational director of the family 
allowances and old age security programs is also responsible 
for administering youth allowances, assisted by regional 
directors. leécatedvin eae of tthe provincialycapitats .othex 
than Quebec*City. The costs of* youth allowances are met from 
the Consolidated Revenue Fund. Table 31 contains some 
statistics. 
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TABLE 31 - YOUTH ALLOWANCE STATISTICS, BY PROVINCE, 
YEARS ENDED MARCH 31, 1966 TO 1970 


Youths for whom allowance paid in March Net total 


Teor ahi allowance 
ending school) Having physical or paid during 
full-time mental infirmity Total youths fiscal year 


Province and year 


No. No. No. $ 
NEOWSLOUNGLANC. «ak « cee ah GG 14,970 Nye seal 1,591,901 
1967 15,327 15, 684 1,686, 661 
1968 15,867 16,024 WTAT,,.142 
1969 17,047 17,206 1,865,324 
1970 17,886 18,046 1,967,468 
Prince Edward Island......1966 } 28) 3,593 - 395,465 
1967 3,432 3,470 397,505 
3,347 3,380 392,096 
3,516 3,543 401,466 
=) a ASX®) Bi OS) 422,204 
BNOW a SCO as vise sree eres wes eine 1966 22,972 23,148 2,691,768 
225 938 23 230 2,654, 786 
233, 548 2a OW es 2,697,524 
24,871 Pa OVPAS, 2,833,634 
26,467 26,584 3,002,805 
New Brunswick............-1966 19,868 QO p,OW2 DAS Linda 
19,878 20,077 2,300, 043 
20, 689 20,840 2,361,241 
PA ea 21,659 2,486,409 
22,260 22,368 2 DOL pas 
OMEARUO sie iciombede cist cele «oie ent 189, 923 190,706 21,978, 399 
192,861 194,095 22,491, 673 
BOT LA 208,575 23763), LOL 
221,206 225)7576 25,343,412 
232,114 eS; eh 26, 653,435 
MATIN OD Ataby ete xe 0eoun ety els.» aileyey's 27,930 28,078 3,249,490 
Pri AS) 217,209 3,242,828 
28,708 2a OoS 3,293, 702 
30,262 307-33. 3,475,233 
31,423 31,484 3,601,849 
Saskatchewan. 29,605 29,699 3,414,834 
29,718 29,804 3,434,721 
30,424 30,510 3,487,264 
32,082 Boos: S OSS, eee 
Sie) ps i3} S57 3477 37 7 83> OLS 
Ni bex tay cise dae rertas oe 41,877 42,058 4,836,771 
42,868 A3) L038 4,960,783 
44,934 45,129 5,148,230 
48,478 48, 663 5,498, 398 
51,069 51,264 5p e2s, S02 
ee ; 51,556 SE 0 Soe, oe 
British Columbia. ee 54,291 6.159.249 
56) 732 56, 939 6,462, 040 
60, 318 60,502 6,836, 640 
63, 381 63,554 7,195,255 
258 259 30,210 
AUK OMievenstete o atclicleieile © wie, evaensie oad oad 28.044 
280 280 29,340 
296 296 33,534 
313 314 39,394 
Northwest Territories..... iN it oo Be 
377 382 45,240 
427 429 49,928 
479 479 Baya v2 
404,794 46,468,550 
Ste Ee Soa cinder e enka peta iat ates ass 
432,051 434,565 49,426, 980 
460,055 462,385 52,457,272 
ope at WOH eye fe 2) 


482,400 484,476 
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Section 2 - Federal-Provincial Welfare Programs 
Subsection 1 - Canada Assistance Plan 


The Canada Assistance Plan was enacted in 1966 as a 
comprehensive public assistance measure to complement other 
income security measures. It provides, under agreements 
with the provinces, for federal contributions of 50 per cent 
of the costs of assistance to persons in need and of the 
costs of certain welfare services. The plan has largely re- 
placed the Unemployment Assistance Act, 1956, although the 
latter continues in effect in some provinces for an interim 
period with respect to certain programs that utilize a means 
test and are being phased out but that are not covered under 
the Canada Assistance Plan. All provinces had signed agree- 
ments under the Canada Assistance Plan by the end of August 
1967 and the Yukon signed in December 1969. The arrangements 
for contracting out of certain shared-cost programs that were 
introduced in 1965 under the Established Programs (Interim 
Arrangements) Act are applied to Quebec's agreement. It is 
provided that the provinces may discontinue their programs 
of old age assistance, blind persons allowances, and disabled 
persons allowances and provide instead aid under their general 
programs, with costs shared under the plan. (see pp. 96-103). 


The plan extends federal sharing to include the following 
costs, which were not shared under the Unemployment Assistance 
Act: assistance to needy mothers with dependent children, 
maintenance of children in the care of provincially approved 
child welfare agencies, health care services to needy persons, 
- and the extension of welfare services to prevent or remove 
causes of dependency or to assist recipients in achieving 
self-support. 


Health care services may include medical, surgical, 
obstetrical, optical, dental, ‘and nursing services; drugs; 
dressings; prosthetic appliances; and other items associated 
with the provision of such services. Welfare services may 
include rehabilitation services; casework; counselling and 
assessment services; adoption services; and homemaker, day-care, 
and similar services supplied to persons in need or to persons 
to whom the service is essential if they are to remain self- 
supporting. 


The only eligibility requirement specified is that of 
need, which is determined through an assessment of budgetary 
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requirements as well as of income and resources. A province 

must not require previous residence as a condition of 

eligibility for assistance or for continued assistance; rates 

of assistance and eligibility requirements are set by the 
province so that they may be adjusted to local conditions 

and the needs of special groups; and the provinces must establish 


procedures for appeal from decisions that relate to the jh re 
Vision of assistance, | 


The federal government reimburses the provinces cg fable 6, 
per cent of the cost of assistance provided to persons in 
need and for 50 per cent of certain costs of improving or 
extending welfare services. 


"Assistance" includes any form of aid to or on behalf 
of persons in need for the purpose of providing basic require- 
ments such as food, shelter, and clothing; items necessary 
for the safety, well-being, or rehabilitation of a person in 
need, or for a handicapped person, such as special food ‘or 
clothing, telephone, or rehabilitation allowance; maintenance 
in a home for special care such as a home for the aged, a 
nursing home, or a welfare institution for children; travel 
and transportation; funerals and burials; health care services; 
welfare services purchased by or at the request of provincially 
approved agencies; and comfort allowances for inmates of 
institutions. 


The cost of improving and extending welfare services 
may be calculated either (1) as the amount by which the cost 
of providing welfare services exceeds that of the period 
from April 1,) 1964 to.Marchi34,81965%or 42) cas ithescostaGn 
employing persons who are engaged wholly or mainly in the 
performance of welfare service functions and who are employed 
in positions filled: after March 31, 1965.6 .Noeprovince has 
followed the second alternative. Included for sharable 
purposes are the costs of salaries and employee benefits, 
travel, research, consultation, fees forsconferences»and 
seminars, and certain costs of staff training. The sharing 
of cost of work activity projects that prepare persons for 
employment and of the extension of provincial welfare services 
to Indians on reserves, on Crown lands, or in unorganized 
territory, is governed by special agreements. 


Federal payments under the Canada Assistance Plan amounted 
to $225.6 million in the fiscal year 1967-68 and to $256.8 
million in 1968-69 (see Table 32). 
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As noted above, all programs under which aid is based on 
a needs test are included for reimbursement under the Canada 
Assistance Plan under which all provinces and the Yukon have 
Signed agreements. 


The Unemployment Assistance Act remains in effect Ligne 
Northwest Territories and, for a transitional period, in some 
provinces to cover certain means-test programs during the 
process of conversion to needs-test programs. 


Under the Unemployment Assistance Act the federal govern- 
ment was authorized to enter into an agreement with any province 
to reimburse it for 50 per cent of the unemployment assistance 
expenditures made by the province and its municipalities to 
persons and their dependents who are unemployed and in need. 
Payments to both employable and unemployable persons are 
sharable, as are the costs of maintaining persons in homes 
for special care, such as nursing homes and homes for the 
aged, and the costs of supplementary aid to recipients of old 
age security pensions, old age assistance, blind persons' 
allowances, disabled persons' allowances, and unemployment 
insurance benefits where the amount of assistance is determined 
on the basis of need. Federal sharing was extended to mothers' 
allowances from April l, 1966. 


During the year ended March 31, 1968, the federal. govern= 
ment made payments amounting to $26 million for unemployment 
assistance. Federal payments were reduced to $16.7 million 
in 1968-69 \and-to $14.6 Mdlon inet yo0-70n These amounrs 
include payments to Quebec by the Department of Finance under 
the Established Programs (Interim Arrangements) Act. 


Subsection 2 - Old Age Assistance 


The Old Age Assistance Act of 1951, as amended, provided 
in 1969 for federal reimbursement to the provinces for assistance 
to persons age 65 or over who meet the ten years" residence 
and income requirements. For an unmarried person, total income 
allowed, including assistance, could not exceed $1,260 a year. 
For a.Married couple ,itMeoulda notvexceed S2,2208a veamor, 
when the spouse was blind within the meaning of the Blind 
Persons! Act, $2,580 a year. Table 33 sets out some statistics 
of Old Age Assistance in recent years. 


A recipient was transferred to Old Age Security on reaching 
the eligible age for it, which in 1969 was 66 years (see p. 69). 
The federal contribution was 50 per cent of $75 a month or of 
the assistance paid, whichever was less. The province 
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TABLE 32 —- FEDERAL PAYMENTS UNDER THE CANADA ASSISTANCE PLAN, (a) 


BY PROVINCE, FISCAL YEARS 1967-68, 1968-69 and 1969-70 


1968-69 


7 902, 872 


ea, O61 808 20, 288,580 


1, 738, 853 27 DAD (peor Buyce Dees 


107,263,995 


POR 2y 716 155 245, 837 


7, kee AOLS 95,905,938 


Lily apya2ce 


(b) (b) (b) 


100, 287,774 118;3'03 ,.660 13 1,838,064 


13; S4L, 938 13,96, 779 19,260,412 


Saskatchewan T4y 29), 601 Lee Cope 


13,403,926 


5,334,076 


26,538,322 28, 634,906 


Alberta 


37,215, B88 43,086,262 


British Columbia S22 hoy 7 oe 


152, 889(c) 


256,805, 603 29347928; 748 


(a) Includes costs of public assistance payments, child welfare 
maintenance, health care, and extensions and improvements 
in welfare services. Includes payments made for claims 
received during the fiscal year for expenditures made in 


the previous fiscal year. 


Yukon 


(b) Payments to Quebec are made by the Department of Finance 
under the terms of the Established Programs (Interim 
Arrangements) Act. Payments in 1967-68, 1968-69, and 
1969-70 amounted to $117 million, $149.3 million, and 


$156.6 million respectively. 


(c) Partial year onbyi 
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TABLE 33 - OLD AGE ASSISTANCE STATISTICS, BY PROVINCE, 
YEARS ENDED MARCH 31, 1965 TO 1969 


Average Federal 
Recipients | amount of government 
in March monthly contribution 
assistance during year 


Province and year 


$ 


Newfoundland...........1965 2pee0, 905 
1966 2, 121,066 
L967 167 Sr 7 36 
1968 965,356 
L969 ESov 19s 


Prince Edward Island...1965 508,587 
1966 s 498,378 
L967 390,463 
1968 205, 134 
1969 18,308 


Nova Scotia.. LOS 2p 302,000 
1966 ‘ 2; Leet eo? 
1967 ’ 1,667,068 
1968 Lb, 0897 05¢ 
1969 612,926 


New Brunswick .o dex os aw LOS 2, oUse Ls 
1966 2p Glee 
1967 1,620,148 
1968 : ye ee 
1969 682,834 


1965 16,589,045 

1966 15,941,412 (a) 
1967 13,29, 269 (a) 
1968 8,401, 864 (a) 
1969 3,627,851 (a) 


Ontar lo’. Victageuotreeniie ote ee LOPE O5 7.25.7 
1966 10, 006, 001 
LIS? Lipa 384004 
1968 1,366,432 
ums oe) 141, 678 


(a) Effective April 1, 1965, Quebec received compensation under the 
terms of Established Programs (Interim Arrangements) Act. 
Figures are shown for the federal share in the amounts that 
would have been paid to Quebec if payments had continued under 
the original agreements. 
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TABLE 33 - OLD AGE ASSISTANCE STATISTICS, BY PROVINCE, 
YEARS ENDED MARCH 31, 1965 TO 1969 (Concluded) 


Federal 
government 
contribution 

during. year 


Average 
amount of 
monthly 
assistance 


Recipients 


Province and year : 
in March 


$ 


2, Sis ee 
2,188,141 
Ly, OL, 353 
17.0385 275 
544, 640 


MAMIE ODA ys s-< x. SEM 


2,294,105 
2,097, 642 
1,131,452 
295,865 
19,416(cR.) 


PIE rs 9 Fae es er eR i 2; 20L A039 
25°17 Ib n633 
2092), 539 
15290, 491 


21a 200 


2, 992 /0RS 
2, ONS, 335 
2ye eee 
1,520,674 
844, 273 


Bistershe columbia. .ceenes 


43,580 
137553 
8,826 
by Tee 
3) oaks 


WAU Ol ai no eo ee RCA CCP 


Dg ok ak 
1B¢ hoz 
62,085 
46,418 
30,036 


Northwest Territories... 


44,990,955 
AZ, 92 1, 22 2AP) 
32, 042), 013.(D) 
LIGS52; 37D) 
7, 0527033 


‘svaverelehs nino PerwOn mORCECerarE CRON O80 


(b) Figures include the federal share which would have been paid 
to Quebec if payments had continued under the original agree- 
ments (see footnote (a) above). 


we STOPS 


administered the program and, within the Linits of gunes rederal 
Act, fixed the amount of assistance payable, the maximum 
income allowed, and other conditions of eligibility. -BEfective 
Aprad belived Gaus compensation was made to Quebec under the 
Established Programs (Interim Arrangements) Act. 


Effective January 1, 1970, the old age assistance program 
disappeared when the qualifying age for old age security 
pensions had been lowered to 65 years. 


Subsection 3 - Allowances for Blind Persons 


The Blind Persons Act of 1951, as amended, provides for 
federal reimbursement to the provinces for allowances to blind 
persons age 18 or over who meet the ten-years'-residence and 
income requirements. For an unmarried person, total income 
including the allowance may not exceed $1,500 a year; for a 
person with no spouse but with one or more dependent children, 
$1,980; for a married couple, $2,580. When the spouse is 
also blind, income of the couple may not exceed $2,700. Blind- 
ness Allowance statistics appear’ in Table 34. 


The federal contribution may not exceed 75 per cent of 
$75 a month or of the allowance paid, whichever is less. The 
province administers the program and, within the Lines) Ota ae 
federal Act, may fix the amount of allowance payable and the 
maximum income allowed. Effective April 1, 1965, compensation 
was made to Quebec under the Established Programs (Interim 
Arrangements) Act. 


Under the terms of the Canada Assistance Plan a province 
may elect to aid needy blind persons under the general assistance 
program with costs shared under the Canada Assistance Plan 
(see p. 94). In accordance with this provision several pro- 
vinces no longer accept applications under the Blind Persons 
Allowance Act. They may also transfer current recipients of 
blind persons allowances to their general programs, provided 
that /there’ is no decrease an benefits. |) Byemid-1970 three 
provinces (Ontario, Saskatchewan, and Alberta) had discontinued 
receipt of applications under this program. 


(a) 
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TABLE 34 - BLINDNESS ALLOWANCE STATISTICS, BY PROVINCE, 
YEARS ENDED. MARCH 31, 1965 TO 1969 


Average Federal 

Province and year Recipients amount of government 

in March monthly contribution 

allowance during year 

No. S ; S 

NEWEOINOLENG, «as cs oe be et O65 460 73.49 300,474 
1966 445 PS sed 304,203 
1967 438 42°, 98 292,224 
1968 417 ha. LB 285,162 
1969 401 73930 248 298 
Prince Edward Island....1965 71 73.47 Sp Pie sa 
L292 47,372 
AA 0O2 46,142 
Jinde | 45,639 
AD web 40,337 
INGA AS COML aie 6 v0, 5,010 0 73.41 509,671 
fy Paw: 487,504 
spoke be) 466, 060 
23228 440,422 
Vor SO 405,049 
New Brunswick...... 74.10 456,965 
13.35 438,437 
73.44 407,930 
VO.02e 3.71, 888 
13.99 345, 044 
NOIR NICs o: 5 a af dace ay we 73.47 1,892,813 

73928 1,840, 998 (a) 

SS | 1,714,789 (a) 

73.42 Posy ese al 

eorue | L327 bseka) 
IOC ONE OF. gious ie ins Sas 5 sper 67.93 1,179,138 
67.54 1,153,040 
67, 09 1,081,629 
54.27 259,748 
SLaoe L787 47 


Effective April 1, 1965, Quebec received compensation under 
the terms of the Established Programs (Interim Arrangements) 
Act. Figures are shown for comparative purposes only and 
represent the federal share, which would have been paid 

to Quebec if payments had continued under the original 


agreements. 
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TABLE 34 — BLINDNESS ALLOWANCE STATISTICS, BY PROVINCE, 
YEARS ENDED MARCH 31, 1965 TO 1969 (Concluded) 


Average Federal 

' Recipients | amount of government 

EECYanGe andyyear in March monthly contribution 

allowance during year 

S . $ 

MAaNPEODA sis care oles eos eo ose oOo 72406 258,946 
1966 T2619 251.5385 
1967 42238 226,219 
1968 1 OOS i! 200,718 
1969 7L 399 186, 795 
Saskatchewan... ss...0s...1b965 12.02 256, 063 
1966 71.74 248,004 
1967 TA 00 204,547 
1968 68.86 Lins 
1969 65.55 Gi ,Uas 
Wa staan Od 12.36 Sipps 
1966 t2+38 307,676 
Pel chen AL 89 284,078 
1968 pe <2 258,007 
1969 | A 0 229,294 
British..columbia,.« <i. 21965 oj gps) 3727 200 
1966 (erye. 0. 358), 287 
1967 73.60 336,639 
1968 73 eRL cp Me pegs go 
1969 73 730 300,888 
tL 205 Te. 00 2,666 
1966 72 200 3,994 
1967 75,00 3,082 
1968 75.00 3,460 
1969 75.00 JLo 
Northwest Territories...1965 74.39 32,746 
1966 75.00 Je 20 
1967 : 75.00 28,069 
1968 74.24 23,083 
1969 rare!) 225,969 
ies LOGS P2ta0 5, 624; 702 

1966 74.80 § 4:73, LOO(D) 

1967 TAs tO 5,092, 207 (b) 

1968 71249 3,945,481 (b) 

1969 pee |S 3759-97632 (DB) 


(b) Figures include the federal share which would have been paid to 
Quebec if payments had continued under the original agreements. 


= aO3 = 


Subsection 4 - Allowances for Disabled Persons 


The Disabled Persons Act of 1954, as amended, provides 
for federal reimbursement to the provinces for allowances 
paid to permanently and totally disabled persons age 18 or 
Over who meet the required definition of "permanent and total 
disability", the ten-years'-residence requirement, and 
specified income limits. For an unmarried person, total in- 
come including the allowance may not exceed $1,260 a year. 
For a married couple the limit is $2,220 a year except that, 
act the Spouse is blind within the meaning of the Blind Persons 
Act, income of the couple may not exceed $2,580 a year. 
Statistics for recent years are set out in Table 35. 


The federal contribution may not exceed 50. per cent of 
$75 a month or of the allowance paid, whichever is less. 
The province administers the program and, within the limits 
of the federal Act, may fix the amount of allowance payable, 
the maximum income allowed and other conditions of eligibility. 
Effective April 1, 1965, compensation was made to Quebec under 
the Established Programs (Interim Arrangements) Act. 


Under the terms of the Canada Assistance Plan a province 
may elect to aid needy disabled persons under the general 
assistance program with costs shared under the Canada 
Assistance Plan (see p. 94). In accordance with this pro- 
vision several provinces no longer accept applications under 
the Disabled Persons Act. They may also transfer current 
recipients of disabled persons allowances to their general pro- 
grams, provided that there is no decrease in benefits, By 
mid-1970, six provinces (Newfoundland, Prince Edward Island, 
Nova Scotia, Ontario, Saskatchewan, and Alberta) had discon- 
tinued acceptance of applications under this program. 


Subsection 5 - Fitness and Amateur Sport 


The Fitness and Amateur Sport Program is designed to 
increase the number of participants at all levels of competitive 
and non-competitive physical recreation and amateur Sport — 
activity from the day camp to the Canada Games to the Olympic 
Games; to help provide the participants with the skills, the 
means and the opportunity to benefit from recreation; and to 
help make available to all citizens the facilities and leader- 
ship to participate freely in the recreational activities of © 
their choice. These objectives are predicated on the assumption 
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TABLE 35 - DISABLED PERSONS' ALLOWANCE STATISTICS, BY PROVINCE, 
YEARS ENDED MARCH 31, 1965 TO 1969 


Average Federal 
Recipients amount of government 
in March monthly contribution 
allowance during year 


Province and year 


$ 


Newfoundland.... 750,279 
804,197 


833,340 
465,500 
461,943 


Prince Edward Island.... 360,150 
349,881 
368,992 
176,869 
18,749 


Nova Scotia 1,446,725 
L7 528; 400 
1,584,061 
1, 564,079 
I, 535, 108 


New Brunswick 987,471 
1030, 637 
1,041,900 
L (OLS 7796 
Wwi022). 278 


9,090, 736 
8,821,586(a) 
8,535,524(a) 
8,292, 666(a) 
7,952,096(a) 


CIRM he FAP BS) 
7323.97 e 
8,377,469 
1,096,998 

685, 643 


(a) Effective April 1, 1965, Quebec received compensation under the 
terms of the Established Programs (Interim Arrangements) Act. 
Figures are shown for comparative purposes only and represent 
the federal share which would have been paid to Quebec if 
payments had continued under the original agreements. 
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TABLE 35 - DISABLED PERSONS' ALLOWANCE STATISTICS, BY PROVINCE, 
YEARS ENDED MARCH 31, 1965 TO 1969 (Concluded) 


: Average Federal 

Province and year Recipients amount of government 

in March monthly | contribution 

allowance during year 

No $ $ 
PERO EOD2S ¢ ayer Paty s Gavets <teew « 1965 i 338 134.96 679,916 
1966 1,566 73.480 688, 6050 
L967 1,547 Trea a 687,543 
1968 1,498 73.64 671,508 
1969 1,428 13206 646,169 
Dasma CONSWaNies + «bists oko lt bs 1965 Ly, 789 74,18 784,700 
1966 Ly Bonde 74.08 824,777 
L967 390 70.94 1897817, 
1968 Zitz 697, OL 129,610 
1969 170 687k 80,794 
IAN N Of Weg lots S10 1 a Re is leys: 1,874 T3456 830, 170 
1966 O33 TSS 851,633 
1967 | 193 1 42489 859,166 
1968 pleats 4 eR es) 844,821 
1969 Sto 73% 14 B21, oe 
BEpetsn Columbia, is.5-% 4+1965 2s, 330 73.94 1,037,484 | 

1966 211335 13 B86 LFQ6lL, 500 
L967 2,422 23, 75 1 AO’, O78 
1968 2,445 Tx o 1,086,330 
1969 2,480 73. 68 10997806 
BeCOT ee Giese soete @ Seer tee aE IG) 2 7500 1,148 
1966 2 75,00 900 
1967 2 75.00 900 
1968 3 7500 1,350 
1969 3 75.00 i930 
Northwest Territories...1965 45 (har 819) 18,435 
1966 26 74.47 Loy SEG 
LIGy 23 74.62 2b ee ran 
1968 27 72,419 il, 097 
1969 31, 74.27 14,396 
+ Re my She = oa ae EO (2606 23,365,493 

Soe ipa a aaa 1966 | 54,191 73.76 23,801, 016(b) 

1967 53,863 yp Rs i 23; 561;.903 03) 

1968 34,438 13728 15,356, 624 (b) 

1969 30, 663 Bin 3 2 14,340,547 (b) 


pene 1a have been paid 
b Figures include the federal share which wou ye 
ie she ae if payments had continued under the original agree~ 


ments (see footnote (a) above). 
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that every Canadian should develop a level of fitness sufficient 
to contribute positively to his physical and mental health and 
that Canadian athletes should develop a level of performance 

in national and international competitions which will contribute 
to national unity and international prestige. 


Under the Fitness and Amateur Sport Act, 1961, up to five 
million dollars may be provided to encourage, promote and 
develop fitness and amateur sport in Canada. The Act also pro- 
vides for the National Advisory Council on Fitness and Amateur 
Sport to consider any pertinent questions and advise the 
Minister as it sees fit. Council consists of not more than 30 
members appointed by the Governor in Council, at least one 
member being appointed from each province. 


As a result of progress made under the program since its 
inception in 1961, the needs have evolved and the program is 
being reoriented in order to more effectively approach its 
objectives. 


Following the report of the Task Force on Sports for 
Canadians, the Montmorency Conference on Leisure, recommenda- 
tions from the National Advisory Council, and the conclusions 
of an internal study, the Minister proposed in March 1970 a 
new sports policy for Canadians. Advocating the benefits of 
mass participation and the inculcation of sports and recreation 
into the Canadian culture, the policy aims primarily at rein- 
forcing and increasing the administrative strength of Canadian 
sports and recreation agencies, by providing them with admin- 
istrative, financial, and other professional assistance. The 
Department provides grants for specific projects and operates 
some of its own, all to facilitate the development of resources 
and motivate participation by all Canadians. 


The federal program for Fitness and Amateur Sport for 
1970-71 concentrates on the following: 


(a) grants and support to national fitness and sport 
organizations to improve the standards of 
administration, coaching, and instruction, to 
increase participation in physical recreation, and 
to provide aid to the holding of competitions 
($2,000,000); 


(b) promotion and support of special projects including 
the Arctic Games, the Canada Games, the Canada 
Fitness Awards, and assistance in the holding of 
sports events of nationwide interest ($1,400,000); 
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(c) planning, training, research, and communications 
A Support of increased participation in physical 
recreation by all Canadians; 


(d) grants to provinces ($500,000). The cost-sharing 
agreements with the provinces for fitness and 
amateur sport programs terminated with the 1969-70 
Lista year, but this $500,000 has been allocated 
to provide for the phase-out period while new pro- 
Pepe are being developed on a joint-project 

asis. 


Subsection 6 - National Welfare Grants 


The National Welfare Grants program was established in 
1962 to help develop and strengthen welfare services in Canada 
through a general welfare and professional training grant and 
a welfare research grant. The variety of provisions within 
the program, along with its associated consultative services, 
allow it to operate as a flexible instrument in the develop- 
ment of welfare services and to give a major emphasis to experi- 
mental activities in the welfare field. 


The allotment for the year ended March 31, 1970, was 
$2,500,000. Provincial governments, municipal welfare depart- 
ments, non-governmental welfare agencies, and citizens groups, 
universities, and individuals may be the ultimate recipients of 
project grants under one or more provisions of the program. 
Most are financed and administered entirely by the federal 
government; others require application through a provincial 
department of welfare that actually administers the award on a 
shared-cost basis. 


General welfare, bursary, training, and staff development 
grants are available to provinces on a shared-cost basis for 
projects designed to improve welfare administration and to 
develop provincial consultative and co-ordinating services; 
for bursaries for full-time graduate training at Canadian 
schools of social work; and for staff training and development 
grants for employees of government and voluntary welfare 
agencies where the costs are not sharable under the Canada 


Assistance Plan. 


The other provisions of the program are administered by 
the federal government. Welfare scholarships are awarded for 
graduate study in Canadian schools of social work and 
fellowships for advanced study in Canadian and foreign 
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universities. Teaching and field-instruction grants assist 
with the development of new Canadian schools of social work, 
and with certain operating costs at existing schools. Demon- 
stration grants assist established agencies or newly emerging 
citizens' organizations with a wide variety of projects designed 
to modify existing services and to experiment with new 
approaches to the solution of social problems. 


Under the welfare research grant, funds are provided for 
research projects undertaken by public and voluntary welfare 
and correctional agencies, universities, and research institutions. 
Grants are available to national voluntary welfare agencies to 
assist with projects not eligible for support under other pro- 
visions of the program. Particular emphasis is given to pro- 
jects designed to foster planning and co-ordination. 


Effective April 1, 1967, a mental retardation grant was 
established for a five-year period and is being administered in 
conjunction with the National Welfare Grant Program. It supports 
research and demonstration projects designed to expand know- 
ledge and to apply that knowledge to the provision of services 
and to preventive programs in that field. 


Expenditures under the National Welfare Grant Program for 
the year ended March 31, 1970 totalled $1,924,541 and under the 
Mental Retardation Grant $288,171. Of the former, $334,671 was 
expended on research projects; $636,071 on teaching and field 
instruction, welfare scholarships and fellowships; $215,815 
On national agency projects; and $737,984 on welfare demonstra- 
tion and general welfare projects, including provincially 
administered bursary and staff development programs. See 
Table 36. 


Subsection 7 - Vocational Rehabilitation 


The federal-provincial vocational rehabilitation program, 
which began in 1952, was consolidated and extended under the 
Vocational Rehabilitation of Disabled Persons Act, 1961. Agree- 
ments under this Act provide for equal sharing of costs between 
the federal government and the provinces. These costs include 
co-ordination and provision of services to disabled or other 
vocationally disadvantaged individuals, training of rehabilita- 
tion personnel, and research and publicity. Approved services, 
supplied by a provincial government or purchased from voluntary 
agencies by a provincial government, include medical, social, 
and vocational assessment, intensive counselling, restorative 
services, the provision of prostheses, vocational training or 
educational upgrading, rehabilitation allowances, work con- 
ditioning, and provision of tools, books, and other equipment. 
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Employment counselling and placement are provided through 
Canada Manpower Centres of the Department of Manpower and 
Immigration or by the voluntary agencies from which services 
are purchased. 


In each participating province a provincial co-ordinator 
or director of rehabilitation is responsible for the co- 
ordination and administration of services to disabled or 
vocationally disadvantaged persons. The federal aspects of 
the program are administered by the Manpower Utilization Branch 
of the Department of Manpower and Immigration in co-operation 
with the Department's five regional offices. The Manpower 
Utilization Branch, through its section on Older Workers, also 
has the function of encouraging a more favourable employment 
climate for older workers through a continuing educational 
program, encouragement of research, maintenance of liaison 
with management, labour, and voluntary agencies, the assembly 
and dissemination of informational material concerning industrial 
gerontology, and supportive services to the Canada Manpower 
Centres. Among other agencies contributing to vocational re- 
habilitation are the Workmen's Compensation Boards in all pro- 
vinces, which. provide for the rehabilitation of injured work- 
men, 


In the year ended March 31, 1969, federal expenditures 
under the program totalled $3,680,000. Reports were received 
on 3,066 disabled or vocationally disadvantaged persons re- 
habilitated during the year. Records indicate that of the 3,066 
handicapped persons reported as vocationally rehabilitated, 
2,224 were rehabilitated to employment and 842 were still 
seeking employment or were rehabilitated to self-care at home 
at the close of the fiscal year. Of the 2,224 who obtained 
employment, the cost of their support and that of their depen- 
dents before rehabilitation was estimated at $2,000,000 
annually. Following rehabilitation, their aggregate earnings 
were estimated at almost $8,800,000. 


Subsection 8 - National Council of Welfare 


Co-ordination in welfare matters between government and 
voluntary authorities is facilitated by the National Council of 
Welfare, a citizen's advisory body to the Minister of National 
Health and Welfare. It is responsible for advising the Federal 
Minister on such matters related to welfare as it deems appro- 
priate as well as to consider matters referred to it by the 
Minastexr. Prior to January 1970, the Council had been mainly 
a governmental body presided over by the federal deputy minister 
with the deputy ministers of welfare of each of the provinces 


de 


included among its members, but it has been reconstituted as 


j ; ’ : i j 
a citizens advisory council and its terms of reference have 
been broadened. 


The Council now consists of 21 iti 
private.citizens, | approxi= 

mately half of whom have been selected from organizations of 
consumers of welfare services and the remainder from institu- 


tions which are involved, .directly.or.indirectly,..in providing 
welfare services. 


Section 3 -— Provincial Welfare Programs 


Major welfare programs governed by provincial legislation 
are social assistance, services for the aged, and child welfare 
services, | Also, the province of Quebec operates the Quebec 
Pension Plan, which is comparable to the Canada Pension Plan 
(see p. 63), and a family allowance program (see p. 120). 
Provincial departments of public welfare are responsible for 
the administration of welfare programs, although responsibility 
for a number of the programs may be shared with their munici- 
palities. 


Public services are supplemented by those of voluntary 
agencies whose interests include the welfare of families and 
children and of groups with special needs, such as the aged, 
recent_immigrants, youth groups, and released prisoners. 
Welfare councils and social planning councils contribute to 
the planning and co-ordinating of local welfare services. 
Local voluntary agencies and institutions may receive public 
grants, depending on the nature and standard of their services, 
although their main support is usually from united funds or 
community chests, or from sponsoring organizations. 


Subsection 1 - Social Assistance 


All provinces make legislative provision for assistance 
to persons in need and their dependents. All provinces have 
now incorporated provisions for allowances to needy mothers 
with dependent children in a broadened program of provincial 
allowances to several categories of persons with long-term 
need or in a general program under which the only eligibility 
requirement is need, irrespective of the cause of need. 


Allowances are generally determined on the basis of a 
needs test under which the allowance granted is the budget 
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deficit, or the difference between the amount required to 

meet the applicant’ s need as determined according to a schedule 
of rates covering the various budget items of basic need 

(food yc Loubing, personal requirements, shelter, fuel, and 
utilities) and any income available to him to meet that need. 
All provinces also provide allowances for items of special 
need; for example, special diets on medical recommendation, 
special clothing, and expenses incidental to education or obtain- 
ing employment. Assistance may also take the form of mainten- 
ance in a home for special care or welfare services (see 
section on Canada Assistance Plan). 


The provincial departments of welfare have regulatory 
and supervisory powers over municipal administration of social 
assistance and require certain standards as a condition of 
provincial aid. Length of residence is not a condition of aid 
in any province, but in those provinces where municipal 
residence is a factor, the residence of the applicant deter- 
mines the financially responsible authority. Assistance to 
persons without municipal residence or persons living in un- 
organized territory is the responsibility of the provincial 
authority. Under the terms of the Canada Assistance Plan, all 
provinces have agreed that residence shall not be a condition 
of assistance for applicants who move from one province to 
another. 


Social assistance is administered by the province or by 
the municipalities with substantial financial support from 
the province, which in turn is reimbursed by the federal 
government under the Canada Assistance Plan for 50 per cent 
of the provincial and municipal assistance given, and for 
certain other costs (see section on Canada Assistance Plan). 
The formula for“provinclal-=municipal sharing. of costa. 1s 
determined by the province, and varying arrangements are made 
for the administration of assistance. 


As authorized under the terms of the Canada Assistance 
Plan, a number of provinces have elected to assist needy persons 
who are disabled or blind under their general assistance pro- 
grams rather than under the federal-provincial programs for 
these particular categories of needy persons (see section on 
Canada Assistance Plan). By mid-1970 six provinces -- Newfound- 
land, Prince Edward Island, Nova Scotia, Ontario, Saskatchewan, 
and Alberta -- had discontinued receipt of applications under 
the disabled persons allowances program. Three of these pro- 
vinces -- Ontario, Saskatchewan, and Alberta -- had also 
discontinued applications under the blind persons allowances 
program. 
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In Newfoundland all assistance is administered provincially. 
In Prince Edward Island, the province is responsible for the . 
costs of assistance and services to all needy persons with no 
requirement for a financial contribution from the municipalities. 
Assistance is administered by the province, two municipalities 
and two welfare bureaus. 


_ in New Brunswick, the Department of Health and Welfare 
administers social assistance under a comprehensive program. 
biel Nova Scotia, the province administers aid under the Social 
Assistance Act to needy mothers and foster mothers, disabled 
persons, dependent fathers, needy women 60-65 years of age, 
and supplemental allowances to recipients of blind persons 
allowances. The municipalities administer assistance to other 
needy persons and are reimbursed by the province for at least 
75 per .cent of the costs of assistance, services, and adminis- 
Lr avzon: 


In Quebec, the province administers aid to needy mothers 
under the Needy Mothers Assistance Act and aid under the 
Quebec Public Charities Act to persons with long-term need: 
disabled persons whose disability is likely to last more than 
12 months, needy widows of 60 years of age or more, recipients 
of federal or provincial categorical payments or allowances 
who reguire supplemental aid. The municipalities administer 
short-term aid, but the cost of such aid is borne by the 
provinee. The Social Aid Act, passed in December 1969 and to 
come into force on proclamation, provides for assistance to 
all persons in need, including the blind and disabled, under 
one comprehensive program. \ 


In Ontario, the Family Benefits Act, 1966, provides for 
provincial allowances to needy mothers with dependent children, 
dependent fathers, disabled or blind persons, persons 65 years 
of age or over who are not receiving an old age security pen- 
sion, needy widows, and certain other categories of women 60 
years of age or over. Municipalities administer aid under the 
General Welfare Assistance Act to other needy persons and are 
reimbursed by the province for 80 per cent of their expenditures 
for aid and for 90 per cent of expenditures for aid to persons 
in excess of 5 per cent of the population in the municipality. 
The province reimburses counties and municipalities for 50 
per cent of the cost of special assistance and of the cost of 
administration of welfare services beyond a specified base 


period. 


In Manitoba, the Department of Health and Social Services 


administers aid under the Social Allowances Act to needy 


mothers with dependent children, to mentally or physically 
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incapacitated persons whose disability is likely to last for 
more than 90 days, and to persons unable to support themselves 
or their dependents because of their age. Financial aid and 
services to other needy persons are the responsibility of the 
municipalities which are reimbursed by the province for 40 
per cent of the costs of assistance, or at a higher rate af 
their costs exceed a specified amount. Since April 1, 1967, 
the province has also reimbursed municipalities for 50 per 
cent of the costs of administration of welfare services in 
excess of costs for the base year 1964. 


In Saskatchewan, all aid is provided under the Saskatchewan 
Assistance Act; need is the only criterion of eligibility. 
The program of assistance and services under the Act is 
administered by a municipality or by regional offices of the 
Department of Welfare. Only two municipalities have elected 
to administer the program. The province bears approximately 
95 per cent of the costs of assistance and services granted 
in municipalities. 


In Aiberta, the Department of Social Development administers 
allowances under the Public Welfare Act to needy mothers with 
dependent children, to persons who are mentally-or physically 
handicapped for a period likely to last for more than 90 days, 
and to persons who because of their age are not able to be 
self-supporting. The Department maintains two hostels and one 
welfare centre to care for unemployable single homeless men 
without municipal residence. Aid to other needy persons is 
administered by the municipalities, which are reimbursed by 
the province for 80 per cent of the assistance given. Also, 
under the Preventive Social Services Act, 1966, designed to 
encourage municipalities to sponsor programs to prevent 
dependency and family breakdown, the province reimburses a 
municipality for 80 per cent of the costs of administration 
of material aid given needy persons under the Public Welfare 
Act, and for 80 per cent of the municipal expenses in connection 
with the establishment, operation and administration of certain 
preventive social service programs. 


_ in British Columbia, the Department of Rehabilitation and 
social Improvement administers supplemental allowances to 
needy recipients of Old Age Security pensions, blind and dis- 
abled persons' allowances. Aid to other needy persons is 
administered under a comprehensive general program by the 
municipalities, or by the province in areas without municipal 
Organization. Municipalities are reimbursed by the province 
on a pooled basis for 80 per cent of the total cost of social 
assistance. Also, the province shares equally with the muni- 
cipalities expenditures on salaries of social workers; a muni- 
Cipality with fewer than 15,000 persons may arrange to have 
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Bee Department undertake social work within the municipality 
and reimburse it at the rate of 60 cents per capita per year. 


Subsection 2 - Living Accommodation for Elderly Persons 


. In all provinces, homes for the aged and infirm are pro- 
vided under provincial, municipal, or voluntary auspices. 
Voluntary homes generally are provincially inspected in 
accordance with prescribed standards and in some provinces 
must be licensed. The provinces contribute to the maintenance 
of needy persons in homes for the aged, either through general 
assistance or through statutes that relate particularly to 
these homes. Also, 50 per cent of the payments on behalf of 
assistance cases in homes for the aged and infirm (homes for 
Special care) are met by the federal government (see p. 94). 


All provinces in varying degrees make capital grants 
toward the construction of homes, and in some provinces capital 
grants are also available to municipalities, charitable organ- 
izations, or non-profit corporations for the construction of 
low-rental housing. 


Newfoundland maintains a home for the aged and infirm at 
St. John "s’and pays part ‘or: all “of the cost of meintaining 
needy old people in homes for the aged and boarding homes. 
Provision is made for grants to organizations constructing 
homes for the aged. The Senior Citizens (Housing) Act, 1960 
provides for the construction of hostels or housing for the 
elderly by non-profit corporations. The province guarantees 
the cost of operating such projects. In Prince Edward Island 
the Department of Welfare operates five separate institutions 
and a wing in each of the mental hospital and tuberculosis 
sanatorium for the care of the aged and infirm. Two charitable 
organizations also provide special institutional facilities: 
In Nova Scotia, the aged are cared for in municipal or county 
homes, in homes operated by religious or private organizations, 
and in private boarding homes. The province reimburses the 
municipalities for two-thirds of their expenditures for the 
maintenance of needy persons in municipal homes, subject to 
compliance with specified standards of care and accommodation. 
Homes for the aged receiving aid from the provincial government 
are subject to provincial inspection. In New Brunswick provin- 
cial grants may be made under the Senior Citizens Housing Act 
to assist non-profit housing corporations in constructing and 
equipping low-rental housing units for senior citizens. 
Similarly, grants to construct homes for the aged and nursing 
homes are available under the Auxiliary Homes Act. Homes for 
the aged are operated under public, charitable, and private 
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auspices. Voluntary and proprietary homes are subject to 
provincial licensing and inspection and must meet standards 
contained in regulations under the Health Act. Under the 
Social Welfare Act, 1966, the province contributes to the 
maintenance of needy persons in licensed nursing homes and 
homes for the aged. 


Institutional care for indigent old people in Quebec is 
provided through charitable institutions under the Public 
Charities Act. The Aged Couples Homes Act authorizes the 
province.to erect and maintain homes for aged couples, or to 
make agreements (including the provision of grants) for their 
erection, upkeep, and administration with persons, societies, 
and corporations, public or private. Standards established 
for homes for the aged are in accord with the regulations 
under the Public Health wer. 


Under the Homes for the Aged and Rest Homes Act in 
Ontario municipalities must provide institutional or special 
home care (private family living or foster home care) for 
the aged; they may also establish rest homes for the care of 
handicapped persons who cannot be properly cared for at home, 
in existing homes for the aged, hospitals, or other institutions. 
The province contributes 50 per cent of the costs of construc- 
tion of approved homes and 70 per cent of their operating and 
Maintenance costs. It also pays 70. percent of the costa .cf 
maintenance for approved special home care up to a maximum of 
$140 per month. Homes for the aged under voluntary auspices 
are approved, inspected, and assisted under the Charitable 
Institutions Act. This Act provides for construction grants 
up to $5,000 per bed and for maintenance grants of 80 per 
cent of the amount spent by the organization up to $9 per 
day for each resident. The Nursing Homes Act, 1966 established 
mandatory provincial licensing of nursing homes by the Depart- 
ment of Health for the first time. The Elderly Persons' 
Housing Aid Act, provides for grants to non-profit housing 
corporations building low-rental housing for elderly persons. 


_ Under The Elderly and Infirm Persons' Housing Act in 
Manitoba, construction grants equalling one-third of the costs 
of constructing or of acquiring and renovating housing 
accommodation and homes for the aged are given to municipalities 
and charitable organizations. Grants may not exceed $1,700 
for one-person housing units, $2,150 for two-person housing 
units, $2,000 per bed for new homes for the aged, and $1,000 
per bed for homes that have been renovated. Under the Social 
Allowances Act the province bears the entire cost of allowances 
to those who, because of age, physical or mental ill health, 
or physical or mental incapacity, require care for more than 
90 days by another Person Jor in van -INnseTeue lon orenome, on she 
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Sean infirm. Institutions and boarding homes for the aged 
and infirm are supervised and licensed by the Department of 
Health under public health legislation. 


In Saskatchewan, aged and infirm persons are cared for 

in four provincial geriatric centres, three under the juris- 
diction of the Department of Welfare and one under that of the 
South Saskatchewan Hospital Centre, and in municipal, voluntary, 
and proprietary homes for the aged. The latter are inspected 
and licensed under the Housing and Special-care Homes Act. 

This Act also empowers the province and municipalities to 
subscribe to the capital stock of non-profit housing corpora- 
tions building low-rental accommodation for older persons; 

the province may also make loans to municipalities to assist 
them in subscribing. Also, the province may guarantee the 
costs of operation of hostel-type accommodation with common 
dining and sitting rooms for aged persons. Capital grants 
amounting to 20 per cent of construction costs are available for 
self-contained housing projects; similar grants for special- 
care homes (that is, nursing homes, supervisory-care homes, or 
sheltered-care homes) may be made to municipalities, churches, 
or charitable organizations sponsoring approved homes. Further, 
an annual maintenance grant of $12 per bed is paid to such 
homes. Costs of maintaining needy persons in homes for the aged 
are shared by the province and the municipalities under the 
Saskatchewan Assistance Act. 


Under what are termed "master agreements", Alberta bears 
the cost of constructing and equipping homes for the aged and 
housing units on municipal land. Projects are operated by 
provincially incorporated foundations which include municipal 
councillors in their membership; net costs of operation are 
borne by the municipalities. Aside from contract nursing 
homes, which come under specific legislation, and certain 
nursing homes under the supervision of the Department of 
Health, the Welfare Homes and Institutions Branch of the 
Department of Social Development is responsible for the licensing 
of and the maintaining of standards in homes for the aged and 
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A home for elderly homeless men is operated by the Depart- 
ment of Rehabilitation and Social Improvement in British 
Columbia. Boarding homes or institutional facilities for the 
care of the aged and infirm may be provided under municipal, 
non-profit or proprietary auspices. The province licenses and 
supervises homes for the aged and boarding homes and, where 
necessary, shares with the municipalities on a 90-10 basis the 
cost of maintaining needy residents. Under the Elderly 
Citizens' Housing Aid Act, the province makes grants amounting 
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to one-third of construction costs to municipalities, regional | 
districts, and non-profit corporations, including religious 

and service organizations, engaged in building homes or low- 
rental housing units for elderly citizens. 


Subsection 3 - Recreation Centres for Elderly Persons | 


Ontario gave impetus to the provision of recreation centres 
for older people through its Elderly Persons' Social and 
Recreational Centres Act, 1961-62. In 1966 the Elderly Persons 
Centres Act was passed to replace the earlier legislation. 

The new Act continues the arrangement for a provincial grant 

of up to 30 per cent of the cost of constructing or buying a 
building for use as a recreational centre if the municipality 
contributes 20 per cent. In addition, provision is made for 
maintenance grants and special grants for services, facilities, 
and research. 


Subsection 4 - Child Welfare Services 


Child welfare services, which include child protection 
and care, services for unmarried parents, and adoption services, 
are provided in all provinces under provincial legislation. 
The programs are administered by the provincial authority or 
by local children's aid societies (voluntary agencies with 
boards of directors, operating under charter and under the 
general supervision of provincial departments). In Newfound- 
land, Prince Edward Island, New Brunswick, Saskatchewan, and 
Alberta, child welfare services are administered by the pro- 
vince; in Quebec they are administered by recognized voluntary 
agencies and institutions, religious and secular; in Ontario, 
a network of local children's aid societies is responsible 
for the services; in Nova Scotia, Manitoba, and British Columbia, 
services are administered by local children's aid societies in 
the heavily populated areas and by the province elsewhere. 


Children's aid societies and the recognized agencies in 
Quebec receive substantial provincial grants and sometimes 
municipal grants and in many areas they also receive support 
from private subscriptions or from community chests or united 
funds. The cost of certain services and maintenance for 
children in care of a voluntary or public agency are sharable 
with the federal government under the Canada Assistance Plan 
(see p. 94). ) 
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Child welfare agencies, provincial or voluntary, have the 
authority to investigate cases of alleged meguecc andy” 15. 
necessary, to apprehend a child and to bring the case before 
a judge upon whom rests the responsibility of deciding whether 
in fact the child is neglected. When neglect is proved, the 
court may direct that the child be returned to his parent or 
parents, under supervision, or be made a ward of the province 
or a children's aid society. Services are provided as appro- 
priate and include services to children in their own homes, 
care in foster boarding homes or adoption homes, or, for 
children who need it, in selected institutions. Children 
placed for adoption may be wards or they may be placed on the 
written consent of the parent. Adoptions, including those 
arranged privately, number about 18,000 annually. 


Child welfare agencies make use of the small selective 
institution for placement of children who are forced to be 
away from their own homes for a short period or who may 
need preparation for placement in foster homes, and emphasis 
is increasingly being placed on group-living homes. The 
development of small, highly specialized institutions, which 
function as treatment centres for emotionally disturbed 
childrén;*‘is -of particular ‘significance. Institutions for 
children are governed by provincial child welfare legislation 
and by provincial or municipal public health regulations; 
they are generally subject to inspection and in some provinces 
to licensing: “Sources of income may include private sub- 
scriptions, provincial grants, and maintenance payments on 
behalf of children in care, payable by the parents, the placing 
agency, or the responsible municipal or provincial department. 


Services to unmarried parents include casework services to 
the mother and possibly to the father, legal assistance in 
obtaining support for the child from the father, ang LOsSter— 
home care or adoption services for the child. Support for 
unmarried mothers may be obtained under general assistance 
programs. In many centres, homes LGE unmarried mothers are 
operated under private or religious auspices. 


Day nurseries for the children of working mothers are 
established only in the larger centres. These are chiefly 
under voluntary auspices, except in Ontario, where there are 
also municipally sponsored day nurseries operated with the 


aid of provincial grants. 
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Subsection 5 - Newfoundland's Schooling Allowances Program 


The province of Newfoundland introduced its Parents 
Supplement (Schooling Allowances) Program in 1966. Under this 
scheme, an annual benefit of $15 is paid in semi-annual instal- 
ments for each eligible child who is registered at and attending 
a school other than a trade school or university.; There-1s sno 
age limit specified in the legislation but the allowarice ter- 
minates when the child leaves school. 


Subsection 6 - The Province of Quebec's Family Allowances Program 


The province of Quebec introduced its own family allowances 
program under legislation enacted in 1967. Under this plan, 
the following allowances are paid at the end of each six-month 
period to persons satisfying the relationship and residence 
requirements in respect of children under 16 years of age: 
$15 for one ‘child, $32.50 for twoshchildren, $52.50 -for-ethree 
children;.$7,7.50 ‘fon four, $107 450. for five, 19142250 stor nea, 
and an extra $35 for each child after the sixth. These . 
allowances are increased by $5 for each child between the ages 
of 12 and:16 years. To qualify for the-allowances; childzen | 
must be attending school regularly from the time when -they 
are first required to do so, unless prevented by physical or 
mental infirmity. These allowances supplement those paid 
under the federal scheme. 


Section 4 - Emergency Welfare Services 


The function of the Emergency Welfare Services Division 
of the Department of National Health and Welfare is to develop 
community capability to provide, in the event of a national 
emergency, essential welfare services not available through 
the established welfare agencies. A 1959 Order in Council 
set up five emergency welfare services: emergency clothing, 
emergency feeding, emergency lodging, registration and 
inquiry, and personal services, and gave the Division respon- 
Sibility for the continuation of welfare departments in 
support of rehabilitation and recovery. To these ends, policy 
has been defined, systems designed, and, at all levels of 
government, welfare resources planned. 
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in peacetime, trained specialists within the federa 
provincial, and municipal departments of welfare, ere aen 
nationally, are responsible for developing an emergency welfare 
capability. The program is an integral part of the Canada 
Survival Plan and is co-ordinated with the programs of other 
Canadian government agencies, and with mutual support programs 
of the United States Department of Health, Education, and 
Welfare. Leaders are being trained in the art of organizing 
large numbers of volunteers for emergency welfare operations 
and a public education program is being maintained. Special 
printed forms and equipment for survival, not regularly 
available through commercial sources, have been produced and 
are located strategically across Canada. 


Section 5 - International Welfare 


; Canada is actively involved in the social development 
activities of the United Nations and its specialized agencies 
and of various international voluntary organizations. At the 
United Nations Canada is represented on the Commission for 
Social Development, is a member of the Executive Board of the 
United Nations Children's Fund, and actively participates in 
the International Council on Social Welfare, International 
Social Security Association, and other international agencies 
concerned with the social aspects of development. 


Under the program of the Canadian International Develop- 
ment Agency, Canada supports a number of social welfare 
projects in developing regions and provides social-work and 
social-welfare training for foreign students recommended by 
their governments. The necessary technical services to the 
bilateral and multilateral aid programs in this sector are 
supplied by the Department of National Health and Welfare, 
which also works closely with several Canadian voluntary 
organizations engaged in social development. 


Section 6 - International Social Security 


Canada is in the course of negotiating reciprocal agree- 
ments on social security with other countries, commencing with 
West Germany. Canadian agencies employed in social security 
participate in ‘the program of the International Social Security 
Association and the social security program of the International 
Labour Organization. For some years, Canada has been repre- 
sented, as an observer, at the meetings of the Inter-American 


Social Security Association. 
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PART III - HEALTH AND SOCIAL WELFARE EXPENDITURES 


Section 1 - Government Expenditures on Health 


and Social Welfare 


In the seven years ended March 31, 1969, expenditures by 
all levels of government on health and social welfare rose from 
$3,689,200,000 to an estimated high of $7,270,000,000, which is 
close to a two-fold increase. If these figures are adjusted to 
take account of the growth in population, the increase in per 
Capita expenditures - from $201 to $350 - was about 75 per cent. 
Government expenditures may also be measured in relation to 
major economic indicators; on this basis, annual government 
expenditures on health and social welfare over the 1962-69 
period have remained relatively stable, fluctuating between © 
12.4 and 13.1 per cent of net national income and between 9.2 
and 9.9 per cent of gross national product. Table 37 and 38 
set out related statistics. 


The federal share of health and social welfare expendi- 
tunes.fell,from..69.9. per cent, in 1961-62 to.60. 7 per cent 3h 
1968-69, the provincial share rose from 27.2 per cent to 37.1 
per cent, and municipal outlays declined from 2.9 per cent to 
2.2 sper. Cent. 


Compared with the previous year, 1967-68, health and social 
welfare expenditures by all levels of government increased by 
$820,000,000 or by nearly 13 per cent. This may be compared 
to the rise of $1,066,200,000 or 20 per cent in the previous 
year over 1966-67. Expenditures in both the federal and pro- 
vincial fields increased by the same proportion - approximately 
12.7 per cent. The main items causing this rise included 
higher disbursements under the Old Age Security and Guaranteed 
Income Supplement programs principally b2cause of the lowering 
of the eligible age and increase in the monthly benefits paid, 
the greater expenditure incurred by the introduction of the 
Canada Assistance Plan which is wider in scope than the cate- 
gorical.programs,it,1is intended to replace, higher expenditures 
under the Unemployment Insurance Act, greater outlays for 
health and welfare for the Indian and Eskimo populations, 
expenditures which continue to rise under the Hospital Insurance 
and Diagnostic Services Act, and contributions to the provinces 
under the Health and Hospital Construction Grants and the 


Health Resources Fund Act. 


The relative federal declines, compared to provincial 
gains in recent years, have been caused to a substantial degree 
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by increasing hospital expenditures by the provincial governments 
augmented by the effect of the “opting out" arrangements made 
available to the provinces. Under the Established Programs 
(Interim Arrangements) Act, a province may choose to receive 
contributions from the federal government in the form of a tax 
abatement and an equalization payment in lieu of a direct 

federal contribution under the program. The opting-out arrange 
ments have the effect in this presentation of showing an 
increase in provincial government expenditure while the federal 
fiscal payment is treated not as an expenditure but as a transfer 
payment. Thus, provincial expenditures include gross outlays 

by Quebec whereas the federal expenditures on health and social 
welfare do not include the large sums paid or transferred to 

that province under the Established Programs (Interim Arrange- 
ments) Act and other fiscal arrangements. The share of the 
federal government in total health and social welfare expendi- 
tures by all levels of government showed a steady decline. from 
year to’ year up to 1967-68. In 1968-69, however, this trend 

has been reversed. 


The proportion of government expenditures on health and 
social welfare taken up by health programs continues to grow; 
in 1961-62 such programs accounted for $1,126,000,000 or 30 
per cent and by 1968-69 they amounted to $2,779,000,000 or 38 
per Cenc. 


An outline of the principal federal income maintenance 
programs for 1968-69 shows the magnitude of the major programs 
and services - Family Allowances payments amounted to $560,000,000, 
Old Age Security payments to $1,297,000,000 plus another 
$244,000,000 under the Guaranteed Income Supplement program, 
Unemployment Insurance benefits to $459,000,000 and veterans 
pensions and allowances to $223,000,000 and $102,000,000 
respectively. In addition, payments under the Youth Allowances 
program, which commenced in September 1964, amounted to 
$52,000,000 excluding the province ot Quebec. That province 
had instituted a program of schooling allowances three years 
prior to the introduction of the federal program and this 
necessitated a special arrangement whereby Quebec continued 
its program but with appropriate fiscal reimbursement from the 
federal government. In 1967-68, Quebec inaugurated its own 
family allowances program supplementing the federal scheme 
(see page 120), 


Federal-provincial income-maintenance programs in 1968-69 
required expenditures of $3,400,000 for old age assistance, 
$2,100,000 for blindness allowances, $6,400,000 for disabled 
persons allowances and $1,000,000 for unemployment assistance, 
the latter including some municipal expenditures. The smallness 
of these amounts indicate the effectiveness of the Canada 
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Assistance Plan, for which this was the third year of operation 
and which was intended to replace all activities under these 
programs at the option of each province (see pp. 96-103). 

In 1965 Quebec withdrew from these federal-provincial programs 
under the Established Programs (Interim Arrangements) Act, 
which entitled that province to a tax abatement and an equali- 
zation payment. Canada Assistance Plan expenditures in 1968-69 
were $257,000,000. Provincial Workmen's Compensation Boards 
spent $177,000,000 on cash benefits for pensions and compensa~ 
tion. Welfare services for Indians and for veterans and the 


nhational employment services accounted for $104,000,000 at the 
federal level. 


In the field of health, federal grants to the provinces 
under the Hospital Insurance and Diagnostic Services Act 
totalled $562,000,000 and grants for hospital construction and 
general health grants to the provinces and municipalities 
amounted to $44,000,000. The federal government spent $44,000,000 
on its Indian and northern health services and $72,000,000 on 
hospital and treatment services for veterans. Provincial 
expenditures on hospital care were estimated at $1,415,000,000 
and expenditures on other health services at $350,000,000. In 
addition, provincial Workmen's Compensation Boards paid 
$62,000,000 for medical aid and hospitalization, and municipal 
governments spent an estimated $89,000,000 on health. 


Section 2 - Expenditures on Personal Health Care 


Expenditures on personal health care reported here comprise 
expenditures of hospitals, earnings of physicians and dentists 
for professional services to their patients, and the value of 
prescription sales through retail pharmacies. They exclude 
earnings of private nurses, chiropractors, osteopaths, and 
optometrists for their professional services and expenditures 
on public health, capital costs (buildinus and interest), and 
administration costs of public-health programs and of insurance 


plans: 


Table 39 shows the components for each year from LIS tLe 
1969. Canadians spent a total of $3,924.7 million on personal 
health care in 1969, almost two and one-half times as much as 
ten years before. Expressed as a proportion of the gross 
national product, personal health care expenditures rose from 
4.1 %per cent in 1961 %to)4.9 pet cent in 1969. Expenditure per 


person over the same period changed from $86.87 in 1962-765 


e786. 10 an ploo7. 
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TABLE 37 -—- TOTAL, PER CAPITA, AND PERCENTAGE DISTRIBUTION 
OF GOVERNMENT EXPENDITURES ON HEALTH AND SOCIAL WELFARE, 
BY LEVEL OF GOVERNMENT, YEARS ENDED MARCH 31, 1962-69 


Year ended 
March 31 


Federal Provincial Municipal Total 


Total Expenditures 


$'000, 000 $'000, 000 $'000, 000 $'000, 000 


SOS 922 
9, 89825 
4,069.1 
4,454.0 
4,727.4 
5) 38358 
6,450.0 
JinZIO30 


1962 21.59 Ia 
1963 | 2,683. 
1964 2 BOL, 
1965 2,969. 
1966 2,833. 
1967 3 243e 
1968 (a) 3 915% 
1969 (a) 4,413. 
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1962 
L963 
1964 
1965 
1966 
1967 
1968 (a) 
1969 (a) 


1962 
1963 
1964 
1965 
1966 
1967 
1968 (a) 
1969 (a) 
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(a) Includes or based on estimated data. 
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TABLE 38 — EXPENDITURES OF ALL LEVELS OF GOVERNMENT ON 
HEALTH AND SOCIAL WELFARE IN RELATION TO NET 
NATIONAL INCOME AND GROSS NATIONAL PRODUCT, 
YEARS ENDED MARCH 31, 1962-69 


Government expenditures on health and 


social welfare 


Year ended | 
March 31 


Per cént Of net rPper icent Tor: gros 
national income } national product 


Amount 


($ millions) 


3,689.2 12.8 9.6 
3,898. 12.5 9.5 
4,069. 122 9.2 
4,454. 1203 9.2 
de 11.8 8.8 
5,383. eee 8.6 
6,450 12.9 SSB | 
POLE 21 O19 


(a) Estimated. 
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Section 3 - Earnings of Privately Practising Physicians 
in Canada 


The average gross professional earnings of fee-practising 
physicians in 1968 were $42,783, as shown in Table 40. This 
figure was 10.6 per cent higher than in 1967 and 65 per. cent 
above the 1961 figure. The highest average gross-earnings in 
1968 were reported in Alberta, at $51,894. In Ontario. and 
Newfoundland they were above the national average. Average 
gross incomes in the remaining provinces ranged from $41,848 
in British Columbia to $32,584 in Prince Edward Island. 


Generally, through the eight-year period 1961-68, average 
gross earnings have been at a higher level in Newfoundland, 
Ontario, and the western provinces while grouped at a somewhat 
lower level in Quebec and the maritime provinces. 


The net returns to physicians, after deduction of the 
expenses of professional fee practice, reveal similar geographic 
patterns, as seen in Table 41. Net earnings for Canada as a 
whole averaged $28,615 in 1968. This figure was. 9.7 per cent. 
higher than in 1967 and 74 per cent above the 1961 figure. The 
highest provincial average net income from professional 
practice was reported by Alberta physicians at $33,221 followed 
by Ontario physicians at $32,098. The lowest provincial average 
net income, $22,636, was reported for Prince Edward Island. 


Section 4 - Number of Physicians in Canada 


In December 1969 there were 29,659 active civilian physicians 
in Canada. Over a third, 11,201, were located in OMbarLe. 
British Columbia had the lowest population/physician Tate Ogaid> oy 
followed by Ontario with 676 and Quebec, 706. The national 
average at December 1969 was 717 persons per physician. 


Table 42 gives the provincial distributron and population/ 
physician ratios for 1969 and shows also the historical trend 
in the national total since 1901. The figures include all 
junior and senior interns and residents, and physicians engaged 
in administration, teaching, research, etc., within the medical 
field, as well as those in the clinical practice of medicine. 
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TABLE 42 — PHYSICIANS AND POPULATION PER PHYSICIAN, 1901-69, 
AND BY PROVINCE, 1969 


| Active Civilian Physicians 


Source, Year, Province 


Population 
per Physician 


Census data(a) 
1901 (June 1) 


Sqfe75 


Ae NAME " 7,411 
12 Dap - 8,706 
193.1 " 10,020 
| 1941 ss LOR 2s 
seciop! i 14,325 
1961 a2 p20 


Di Nv. c& W. (bd) 
fh L9o20 (Dec, 3L) 


23, 248 


1963 " 24,082 
1964 n 24,847 
1965 a 25,481 
| 1966 ‘ 26,528 
1967 : 27,544 
1968 " 28,163 


11969(c) " 29, 659 


1969 (c) 
Newfoundland 

Prince Edward Island 
Nova Scotia 

New Brunswick 

Quebec 

| Ontario 

Manitoba 

Saskatchewan 

Alberta 

British Columbia 
Yukon 

Northwest Territories 


CANADA ° 


(a) Figures for 1901 to 1951 exclude Yukon and Northwest 
Territories. 

(b) Estimates for 1962 to 1968 for interns and residents, based on 
Dominion Bureau of Statistics data, and for other active 
civilian physicians based on the data of List Catalogue, 
Canadian Mailings Limited. (Seccombe House). 

(c) Produced by the Department of National Health and Welfare 
from information supplied by Medical Marketing Systems 
Limited. (Seccombe House). 
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FART IV - NATIONAL VOLUNTARY HEALTH AND WELFARE ACTIVITIES 


A number of national voluntary agencies carry on important 
work in the provision of health and welfare services, medical 
research, and education. These agencies, some of which are 
described below, complement the services of the federal and 
provincial authorities in many fields, and play a leading role 
in stimulating public awareness of health and welfare needs and 
_in promoting action to meet them. 


The Canadian Arthritis and Rheumatism Society. - This 
agency, organized in 1948, with head office in Toronto, pro- 
vides research, treatment, and education in rheumatic diseases. 
It has assisted many general hospitals to establish arthritis 
clinics, and during 1960-1970 has supported the development of 
nine rheumatic disease in-patient units in teaching hospitals 
in five provinces. Organized under eight provincial divisions 
and local branches in most towns, this organization attempts 
to meet any special needs of arthritis patients not covered 
by hospital or medical insurance plans. 


The Arthritis Centre in Vancouver, opened in 1969 by the 
Society, provides an up-to-date comprehensive program of ser- 
vices to ambulant patients. It employs new evaluative tech- 
niques in occupational therapy and physiotherapy, combined 
clinical assessment of patients by surgeons, physicians, and 
other members of the treatment team, and improved follow-up 
programs, which measure the effectiveness of treatment. The 
Centre also serves as.an) education, unit, for health) servace 
personnel, including occupational therapists, physiotherapists, 
nurses, medical students, physicians and resident staff. 


The Canadian Arthritis and Rheumatism Society provides 
home physiotherapy in larger cities, and mobile consultation 
services to patients and doctors in rural areas. The regular 
Canadian Conference on Research in Rheumatic Diseases is 


promoted by the Society. 


The Society estimates that by 1974 it will have spent 
$1,700,000, or 45 per cent of its budget, on research and the 
operation of rheumatic disease units, which axe emphasized as 
the keys to control of arthritis. Of a budget amounting to 
$2,350,000 in 1968, one-quarter was directed to research and 
the support of rheumatic disease units, and 55 per cent was 
directed to the provision of treatment services. Public 
donations are the chief source of funds, including independent 


campaigns and the United Appeal. 
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The Canadian Association forithe Mentally Retarded. F- (prioL 
to 1968, The Canadian Association for Retarded Children). = 
Incorporated in 1958 to co-ordinate the work of organizations 
serving the mentally retarded, estimated to amount to three per 
cent of the population, or 630,000 persons, the Association 
is represented by ten provincial and over 300 local groups. ‘It 
offers special classes and sheltered workshops for trainable 
retarded children and adults, assessment clinics, activity 
centres, summer camps, and other recreational programs. Its 
affiliate, the National Institute for Mental Retardation, is a 
clearinghouse for information on mental retardation and, in co- 
Operation with other organizations and with governments, is 
developing a nation-wide research and demonstration program. 


Over 300 staff members of sheltered workshops and 
activity centres and other community care workers attended 28 
short training courses between September 1968 and April 1969. 
Another widely publicized event in the 1969 program was the 
Canadian Special Olympics for the Mentally Retarded held in 
Toronto. 


Financial support comes from local fund-raising campaigns, 
United Appeals, the sale of special Christmas cards (over two 
million cards in 1968), and in varying degree from provincial 
and municipal governments, including departments of education. - 
The) nWational’ offiree is in’ Teronto. | 


The Canadian Cancer Society. - This agency, with the 
active encouragement of the Canadian Medical Association, was 
organized’ as a cancer” study Unit’ and incorporated? 2 2950 °*- it 


operates” in all provinces trom’ 2s natronal ‘otrice in Toronto, 
It offers public education and services not otherwise available 
for cancer patients, principally transportation, home nursing, 
boarding and nursing home care, sickroom supplies and dressings. 
Research into the causes and treatment of cancer has expanded 
and in 1970° accounted for $4,062,629 over’ 50%per "Cent of, the 
expenditure of the Society.’ The Society is the principal fund 
Yaiser-for its? atfiitiates the National Cancer’ Imstitute of 
Canada, and in fact provided more than 90% of the Institute's 
1969 budget of over $4 million. The Canadian Cancer Society 
also sponsors fellowships in cancer research for advanced 
Students and provides capital funds for research facilities. 


The Canadian Cystic FProros its Foung@atton. or [hie hatronal 


agency, organized in 1960, with head office in~ Toronto, now 
Operates in most provinces, and has 30 affiliated local chapters. 
Because cystic fibrosis is believed present in one of every 
1,000 babies born in’ North America, the Foundation Seeks to 
promote special services for patients, and research, professional 
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training, and public understanding concerning cystic fibrosis. 
A valuable source of publicity and research funds has been the 
annual ‘Shinerama" in which 40 Canadian colleges and univer- 
Sities participated in 1969, raising $120,102. In addition to 
its services in Canada, the agency also supports the Inter- 
national Association composed of 22 member nations. 


The Canadian Diabetic Association. - The Association, 
formed in 1953 with headquarters in Toronto, has 38 branches 
established in nine provinces, and a French-language affiliate, 
1'Association du Diabéte poine Quebec a ieaishalsearerigated 
with the Canadian Medical Association and the Canadian Dietetic 
Association. Its aims are to co-ordinate the efforts of in- 
dividuals and organized bodies with a view to reducing the 
morbidity and mortality rates from diabetes, and to provide an 
authoritative and advisory organization for the benefit and 
service of diabetics. 


The Association estimates that one-fortieth of the popu- 
lation) isy diabetic, but that»: less than, half of the diabetics 
are. aware of their illness. The Canadian Diabetic Association 
seeks through its public information programs to help 
diabetics identify their illness at an early stage. One method 
in current use is a multi-screening technique that simultane- 
ously tests for the presence of diabetes, tuberculosis, 
anemia, and glaucoma. The Association also provides diet coun- 
selling, summer camps for children, aid to diabetic senior 
citizens, education and information services, and diabetic 
treatment centres. Research into the nature and treatment of 
diabetes includes the Family Tree Research Program. The 
Association also publishes a quarterly bulletin, the Canadian 
Diabetic Association Newsletter. 


fhe Canadian: Hearing Societys -7Organdzedy im! 1940¢ee) thie 
National Society of the Deaf and the Hard of Hearing, the 
Society has offices in Toronto, Ottawa, London, Hamilton, and 
Montreal. It is concerned with the preservation of hearing, 
the treatment of deafness, and the rehabilitation of those with 
impaired hearing, including war veterans and children. It 
provides hearing examinations, counselling, vocational guidance, 
and job placement services for the deaf or hard-of-hearing, 
and hearing aids to persons in need. It also works closely 
with schools for the deaf. The Society publishes The Canadian 
Hearing Review and other educational material available for 


the public. 
The Canadian Heart Foundation. - The Canadian Heart Foun- 


aan tt a AD TES A A TE . . . 
dation with headquarters in Ottawa was formed by physicians in 
1956 "to co-ordinate and correlate the efforts of organizations 
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and individuals interested in heart diseases with a view to 
reducing the morbidity and mortality therefrom in Canada." 

It has developed into a federation of six affiliated provin- 
cial heart foundations together with four provincial divi- 
sions of the Canadian Foundation in the Atlantic provinces. 
Their programs are concerned primarily with the support of 
cardiovascular research in Canadian universities and hospitals. 
Over 70 per cent of the resources of the Foundation are 
disbursed in the form of research and fellowships and grants- 
in-aid amounting to $15,000,000 in the past ten years and 

over $2,500,000 in 1969-70. They also support travelling 
lectureships by scientists, and educational programs for the 
health professions and the general public. The chief source 
of funds is the annual Canadian Heart Fund campaign. 


The Canadian Medic-Alert Foundation. - This international 
association had its beginnings in California in 1956. The 
Canadian affiliate was organized in 1961, with its head office 
in Toronto. The main purpose of the Medic-Alert Foundation 
International is to educate and encourage the public to wear 
Medic-Alert identification discs stipulating medical problems 
that should be known of in an emergency, and to encourage 
doctors and nurses to advise persons of the importance of 
wearing such identification. 


The Foundation estimates that one person per family has 
a medical problem, such as sensitivity to certain drugs, a 
heart condition, diabetes, epilepsy, or uncommon blood type. 
A recently added feature is the identification of the bearer 
as a possible transplant-donor. The wearing of the disc 
enables such a person to receive correct treatment if, for 
example, he reaches hospital unconscious. The medical history 
of each disc-wearer (i.e., member) is filed in Toronto and 
in Tuloch, California; discs carry emergency telephone numbers 
through which this information can be obtained at any hour. 


Canadian membership is currently estimated at 40,000, 
with seventy per cent of new members being referred by their 
family physicians. The Foundation is financed by lifetime 
membership fees, seven dollars at the present time, and by 
donations. The Life Underwriters Association of Canada 
sponsored an educational campaign for the Foundation in 1970. 


The Canadian Mental Health Association. - The national 
body, established in 1918 and legally incorporated sine 192%, 
has its head office in Toronto, divisions in all provinces, 
and nearly 200 local branches and committees. 
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The national office is financed by United Appeals, govern- 
ment grants, support from provincial divisions, and donations. 
The Association's objectives are to improve public understanding 
of and attitudes toward mental illness and the mentally ill, 
and to improve existing preventive and treatment services. It 
points out that the Dominion Bureau of Statistics estimates 
that one in every eight Canadians will be treated for psychi- 
atric illness during their lifetime. 


The C.M.H.A. performs research and technical studies re- 
lated to mental illness, undertakes social and community action 
to improve legislation and governmental programs, conducts 
industrial rehabilitation workshops, provides volunteer 
services to patients both during and after their stay in 
hospital, and provides public and professional education about 
mental health and mental illness. Among special services pro- 
vided by volunteers are the 42 White Cross Centres, social clubs 
designed to assist former patients who have difficulty coping 
with a feeling of social isolation. Recreational activities 
are supplied through four summer camps for patients. 


The C.M.H.A. administers the C.M. Hincks Research Fund 
which enables general practitioners to take a month of special 
training in psychiatry. Publications resulting from research 
studies that the C.M.H.A. has sponsored include More for the 
Mind, The Law and Mental Disorder, Mental Health and Public 


Health, and University Student Unrest. 


The Canadian National Institute for the Blind. - This 
agency was incorporated in 1918 "to carry out all operations 
which shall be deemed advantageous throughout Canada for the 
welfare of the blind" and "to take measures and adopt every 
possible means for the conservation of sight". To this end, 
services are provided through a national office in Toronto, 
eight divisions covering all provinces, and 50 subdistrict 
offices. United Funds and private donations are the major 


sources of income. 


In 1969, services were provided to 21,291 of the 27,184 
blind persons registered with the Institute, including educa- 
tional and vocational assistance, home teaching and employment, 
eye services, mobility training, recreation, special services 
to children and youths, and social services. Services pro- 
vided to 8,175 other persons registered as "prevention" cases 
included eye examinations, medical treatment, glasses or 
artificial eyes, transportation, and maintenance. Services are 
provided free to those in need of assistance. 


~ Locks 


The Institute also supports the operation of the Arthur 
V. Weir Training and Vocational Guidance Centre for advanced 
professional and technical training in Toronto and Low Vision 
Aid Clinics and Eye Banks in major cities. The Canadian 
National Institute for the Blind does not directly conduct 
research programs, but supports research through the E.A. 
Baker Foundation, and provides funds for grants, bursaries, 
and fellowships (some $43,000 in 1968) to be used for training. 
of professionals in blindness prevention. The National Library 
of the Institute is continually expanding its disc and tape 
talking-book library. 


The Canadian Paraplegic Association. - The Association 
was formed in 1945 by a group of paraplegic veterans of World 
War II to assist with the re-establishment of paraplegics in 
the community. Through its head office in Toronto, and its 
seven divisions serving other areas in Canada, the Association 
seeks to ensure provision of adequate treatment and rehabilita- 
tion facilities, including prostheses and personal aids, for 
any persons suffering paralysis caused by disease or injury. 
The Association also carries out educational research 
activities in related areas. 


The Canadian Paraplegic Association provides a comprehen- 
Sive treatment service at Lyndhurst Lodge Hospital in Toronto; 
elsewhere it arranges for these services with other hospitals 
and rehabilitation agencies. 


The divisional offices have led local campaigns to remove 
architectural barriers that deny access to public buildings 
to paraplegics and other handicapped persons. Such barriers 
hamper the physically handicapped in using community services 
and facilities and reduce their opportunity for vocational 
rehabilitation and employment. To overcome these difficulties, 
the National Research Council published "Building Standards for 
the Handicapped, 1965" as Supplement to the National Building 
Code. It is estimated that one in seven Canadians will have to 
cope with this problem at some period, as a result of temporary 
disability, age, or physical handicap. A stylized wheelchair 
symbol was adopted at the 1969 World Congress of the Interna- 
tional Society for the Disabled to designate buildings that 
are accessible to the handicapped. 


The Canadian Paraplegic Association is supported primarily 
by public donations, but also by grants from United Funds and 
federal, provincial, and municipal governments, and fees from 
patients. The agency publishes a regular information bulletin, 


Caliper. 
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_ The Canadian Red Cross Society. - The Canadian Red Cross 
Society, established in 1896, is the largest voluntary organiza- 
tion operating in the fields of health and welfare. In line 
with its objectives, "in time of peace or ‘war, to carry on and 
assist in work for the improvement of health, the prevention of 
disease and the mitigation of suffering throughout the world," 
the society Operates 22 programs including a national blood- 
transfusion service, hospital and nursing stations in isolated 
areas (34 in 1968), home nursing, homemaker, and sick-room 
Supply-services, and the Red Cross Youth programs which seek to 
promote understanding of and assistance to needy children 
everywhere. 


The Red Cross blood-transfusion service held over 6,500 
clinics in 1968. In addition, the Society is a member of the 
international rare-blood donor service; of the 340 donors 
called upon for donations by that service in 1968, 139 were 
Canadians. Welfare recipients were provided with instruction 
in nutrition, purchasing, and basic sewing in addition to home 
nursing service. Women's work programs shipped $488,000 of new 
clothing and layettes to 24 countries in 1968, and articles of 
clothing and surgical dressings were provided to Red Cross 
hospitals in Canada. Red Cross Youth programs assisted needy 
Canadian children at a’ total cost of almost’ $200,000 in 1968, 
Funds were donatéd to provide medical treatment, heart surgery, 
prosthetic appliances, dental care including provision of 
three mobile dental coaches and support of eight dental clinics, 
speech therapy, and kindergartens for the deaf. In addition, 
international youth programs extended assistance to children 
in other countries, totalling some $120,000 in 1968. The Red 
Cross as a whole extended overseas aid amounting to one and a 
half million dollars in 1968. Included were the shipment of a 
number of prefabricated buildings to earthquake areas on S2ciiy, 
‘clothing and layettes, food and medical aid, and operation of 
a service which helps to reunite families separated by war or 


other emergencies. 


Chief source of funds for the work of the Canadian Red 
Cross are United Appeals, government grants and the annual Red 


Cross Campaigns. 


The Canadian Rehabilitation Council for the Disabled. - 

This agency was founded in 1962 by the merging of the Canadian 
Foundation for Poliomyelitis and the Canadian Council for 
Crippled Children and Adults. The Rehabilitation Council pro- 
motes co-operation among agencies assisting the rehabilitation 
of disabled persons, such as the national agencies for cerebral 
palsy, hemophilia, and cystic fibrosis and the provincial 
councils for the disabled. The Rehabilitation Council offers 


consultative services, public education and training courses, 
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and seminars for rehabilitation workers. Its head office is 
in Toronto. The Council is affiliated with the International 
Society for Rehabilitation of the Disabled and the Canadian 
Medical..Association. ..lts cefficial publication .1is sthe 
Rehabilitation Digest. 


In the smaller provinces the two founding organizations 
have merged their programs. However in British Columbia, 
Ontario, and Quebec, separate societies for handicapped 
children continue to administer case-finding, restorative, 
and related services including parent counselling, camping, 
and recreation financing the programs by Easter Seal campaigns. 
The foundations for the disabled in these same three provinces, 
financed by the March of Dimes or community chests, provide 
services to disabled adults, with more emphasis upon voca- 
tional rehabilitation, including the establishment of sheltered 
workshops. 


_ The Canada Safety Council. - This organization was esta- 
blished in 1968 by the merger of three previously separate 


Organizations, The Canadian Highway Safety Council, The National 
Safety League of Canada, and The Canadian Industrial Safety 
Association, in order to unite all phases of safety education. 
The head office; ofthe Counc#) ieisin Ottawa. slits .goauatauto 
prevent accidents and thereby save lives and reduce injury and 
suffering. The Council.estimates that over 11,000 Canadians die 
accidentally each year, and that hundreds of thousands are 
seriously injured. 


It provides training courses related to safety, such as 
driver training, defensive driving, high school driver educa- 
tion, and baby-sitter training. Public education projects 
include Safe Driving Week, Fire Prevention Week, Child Safety 
Week, Farm Safety Week, safety-belt campaigns, car-check 
campaigns, and pedestrian-cyclist safety campaigns. 


Funds are obtained from federal and provincial government 
grants, business and industry, national labor organizations, 
provincial motor leagues, and automobile associations. 


The Canadian Tuberculosis and Respiratory Disease 
Association. - This agency was founded in 1900 for “the pre- 
vention of consumption and other forms of tuberculosis in 
Canada." Along with its medical arm, the Canadian Thoracic 
Society, established in 1960, the Association has extended its 
work in recent years to cover all respiratory illnesses. The 
national office in Ottawa and the 10 provincial and numerous 
local branches co-operate with public health agencies in pro- 
moting special programs including public and professional 
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education, prevention, diagnosis, treatment and rehabilitation. 
The Association also makes consultant services available to 
federal and provincial health departments. 


The case-finding program of the Association is carried out 
at the local level using mass X-ray screening surveys directed 
in particular at high-rish groups. In addition, some of its 
mobile X-ray units now employ multi-screening techniques for a 
number of health problems, including diabetes. 


_ In the fields of research and professional education, the 
Society estimates that it distributes $300,000 annually and 
that a further $184,000 is provided by provincial associations. 
It also gives active support to the International Union against 
Tuberculosis for programs in underdeveloped countries where 
tuberculosis is a serious problem. 


The Canadian Welfare Council. - Established in 1920, the 
Council seeks to give leadership on matters concerning the 
social welfare of Canadians. Member organizations include 
community funds and councils, other private social agencies, 
various federal, provincial, and municipal departments, and 
citizen groups and individuals active in the fields of heaith, 
Weltare, and recreation... It furnishes information, technical 
consultation, and field services in the main areas of social 
welfare and provides a means of co-operative planning and action 
by public and private agencies. It directs attention to 
changing social needs and proposes new policies and services 
in these areas. Through public education programs, it informs 
the public and political bodies on problems, policies, and 
objectives of social welfare services including health pro- 
grams. 


The policies and programs of the Council are determined 
by its members under the leadership of a nationally representa- 
tive board of governors. With professional staff assuming 
executive functions, the members work together through Divi-= 
sions of Family and Child Welfare, Public Welfare, Corrections, 
Community Funds and Councils, and Aging, and through special 


committees. 


The Council's current research studies include the first 
Canadian survey of visiting homemaker services and a national 
study of day-care centres for children. The Council publishes 
the periodicals Canadian Welfare, Bien-Etre Social Canadien, 
The Canadian Journal of Corrections, and a directory of 
Canadian Welfare services. Funds to support its programs are 
mainly derived from United Appeals, membership fees, general 


donations, and government grants. 
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The Health League of Canada. - This agency was established 
in 1919 as the National Committee for Combatting Venereal 
Disease. The League is dedicated to the education of the 
Canadian public on matters of public health, both in prevention 
and in early recognition of disease, thereby improving the 
health standards of Canadians. It has dealt with immunization, 
fluoridation of water, gerontology, nutrition, and child and 
maternal health. In 1952, it was appointed the Canadian 
Citizens' Committee of The World Health Organization. The 
League publishes the magazine Health, which contains articles 
by professional health workers, and sponsors National Health 
Week and National Immunization Week. It is financed by govern- 
ment grants, voluntary donations, and membership fees. In 
co-operation with its affiliates in Quebec City and Montreal, 
the League administers its programs from the national office 
aim LOronto:, 


The Multiple Sclerosis Society of Canada. - The Society 
was organized in 1948, to support medical research into the 
causes and treatment of multiple sclerosis. In 1968-69 its 
research expenditures reached $103,000, a record high. 

Through its head office in Toronto and five divisions and 
local chapters located in ten provinces, the Society attempts, 
in co-operation with other agencies serving the disabled, to 
meet the special needs of patients with multiple sclerosis. 

A survey in Toronto in 1968 demonstrated that these needs, 

as expressed by the patient and his family, were often more 
social than financial. To improve services to patients 
several Ladies' Associations for Multiple Sclerosis have been 
organized, and some local chapters have begun patient 
registries. This agency also provides public education and 
information services, including the quarterly bulletin Multiple 
Sclerosis. / | 


Funds for support of its programs come from bequests and 
grants, donations, United Appeals, and various other projects 
such as the sale of Multiple Sclerosis Christmas cards and 
Hallowe'en candy. 


The Society is a member of International Federation of 
Multiple Sclerosis Societies, which now has 18 member-organiza- 
tions. Through this affiliation, research, projects are co— 
ordinated and information on new developments is exchanged. 


The Muscular Dystrophy Association of Canada. - This 


Association was organized in 1954 to increase knowledge of 

muscular dystrophy, to improve facilities for diagnosis and 
treatment, and to foster research into muscular dystrophy to 
develop a more successful treatment. The national office is 
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in Toronto and there are local chapters located in 15 major 
Cities. it estimates. that over 10,000 Canadians have muscular 
dystrophy, of whom about one-quarter are enrolled with the 
Association. It supports seven muscular dystrophy clinics, 
limited physiotherapy, certain orthopedic devices and wheel 
chairs, and Eransportation: toO.schools and clinics... If 28 
giving increasing emphasis to genetic counselling services. 


‘The Major source of revenue is the independent campaigns 
carried out with the assistance of local firemen. Some help 
also comes from the United Appeals and grants from municipal 
and provincial governments. The bulk of the funds of the 
Association go into grants for medical research. Seventy 
studies were assisted in 1968-69, both in Canada and abroad, at 
atocal cost of $715,,544. 


The National Cancer Institute of Canada. - This agency was 
organized in 1947 to support and co-ordinate research on 
cancer, promote professional education in cancer, compile and 
interpret cancer statistics, and assist in the co-ordination 
of provincial cancer control programs. 


Full-time research positions for over 30 scientists have 
been established, while capital grants to six universities have 
facilitated the construction of laboratory space for cancer 
research. Of the total annual budget, 90 per cent (or about 
$3,800,000 in 1970) is allocated to research, while most of 
the remainder provides training in cancer research. 


Under an agreement with the Canadian Cancer Society, with 
which it is affiliated, the Institute does not publicly appeal 
for funds. Its main sources of income are the Canadian Cancer 
Society and federal and provincial grants for cancer control. 


The St. John Ambulance Association. - The Order of the 
Hospital of St. John of Jerusalem held its earliest recorded 
first aid course in Quebec in 1883. Incorporated: on. 2 national 
basis in 1914 with headquarters in Ottawa, the organization 
operates through 10 provincial Councils and seven "Special 
Centres". The Order is composed of two sections. —- Ehe St. 
John Ambulance Association, and the St. John Ambulance Brigade. 
The objectives of the Association are to provide training in 
first-aid, home nursing, and child care, in 1969 reaching 
130,000 trainees. The Brigade provides emergency services co 
the public through uniformed volunteer members numbering 
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Courses of instruction are made available to the general 


public, police, firefighters, industry, the armed forces, 
schools, civil defence, and youth organizations. The emergency 


age 


services provided include two-way radio equipment, emergency 
oxygen supplies, motor boats and underwater gear, ski and 
snowshoe patrols, and highway first-aid-posts. The two-hour 
"Save-A-Life" program teaches artifical respiration methods 

to an estimated 150,000 persons annually. Bursaries to nurses 
in training have amounted to $36,000 in the past seven years. 


Funds are obtained from private donations, United Appeal 
campaigns, the sale of text books and other publications, and 
fees for training government personnel. Publications include 
The St. John News, films, and radio and television scripts. 

In 1969, the Association received $900,000 from the general 
public, industry, and various levels of government, in support 
of its work. 


The Victorian Order of Nurses. - The basic function of 
this organization, created. im 1997, is to provide nursing 
services in the home. In 1970, the V.O.N. directed 16 co- 
ordinated home care programs and participated in 11 additional 
such programs by supplying either the nurse-administrator or 
the nursing service. Through 107 branches located in all 
provinces except Prince Edward Island, these services are made 
available to an estimated 60 per cent of the population of 
Canada, to anyone in the community regardless of age or 
financial status. and one a 24-hour basis, for acute, chronic, 
or convalescent patients. 


In 1968, a total of 109,151 patients were assisted, of 
whom the majority were medical and surgical patients, the rest 
being maternity patients and newborn infants. A sick-room- 
supply loan service is also provided. As a result of a number 
of factors including escalating hospital costs, bed shortages, 
and the preference for home care on the part of the elderly, 
the Order predicts an increase in its medical and surgical 
patients. 


Other services are offered according to local needs, in 
Shared programs with other agencies, or in demonstration pro- 
grams. The Victorian Order of Nurses has co-operated, when 
requested, in the establishment of services related to home 
care, such‘as housekeeping, home help, and meals on wheels. 
Additional services may include school health clinics, 
immunization clinics, classes for expectant parents, and 
part-time nursing services to small industries. 


Funds for the organization come from a federal grant, the 
Community Chest, donations, membership fees, and an annual 
campaign. The national office is located in Ottawa. 
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PART V_~ UNIFORM LEGISLATION GOVERNING PRIVATE PENSION PLANS 


The enactment of the Canada and Quebec Pension Plans 
emphasized the need for uniform private pension legislation 
across Canada. Ontario amended the Ontario Pension Benefits 
Act with effect from July 30, 1965, and Quebec enacted the 
Supplemental Pension Plans Act with effect from July 15, 1965. 
The Pension Benefits Act of Alberta came into force on January 
1, 1967, and that of Saskatchewan was assented to on Apra.Dol, 
LO GT ‘The provincial legislation governs all pension plans 
operating on and after the effective date in the particular 
province. Similar legislation at the federal level, the 
Pension Benefits Standards Act, was assented to on March 23, 
1967, and is applicable only to those pension plans having 
members employed in works, undertakings, and businesses 
(generally, banks and interprovincial transportation and 
communication) that are under federal jurisdiction. 


Under these Acts, basic standards have been established 
with which pension funds or plans organized and administered 
to provide a pension benefit to employees must comply in order 
to receive registration, and they are not allowed to operate 
in these provinces or in the federal areas of responsibility 
unless they have received registration. 


By agreement, each of the provinces mentioned above 
recognizes similar legislation of the others, so that a pension 
plan that has been registered and reports in one province does 
notehave to: Seek registration or duplicate alliits reporting 
procedures in another of these provinces if it extends its 
operations to employees in that other province. . 


The legislation requires that an employee's benefits under 
a pension plan become fully vested (i.e., he has full entitic- 
ment to those benefits, which will. be paid to him on retirement) 
when he reaches age 45 and has completed either a minimum of 
ten years of membership in a pension plan or ten years of 
service with the one employer. Moreover, should the employee 
leave his job or resign his membership in the plan prior to 
retirement, at least 75 per cent of his total benefits under 
the plan must be locked-in for purposes of his pension, allowing 
him to withdraw no more than 25 per cent of the commuted value 
of those benefits in a lump sum. These rules apply as from the 
qualification date established under the legislation or from 
the date the plan was established if it commenced operations 
after the qualification date. 
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Other provisions of this legislation 
ensure the full solvency of these pension 
specified period of time; to restrict the 
which may be made by the pension fund, to 
employee's pension rights are portable if 


are intended to 
plans within a 

types of investments 
provide that an 

he should change his 


job, and to establish that each interested party to a pension 
plan is adequately informed as to the provisions of the plan. 
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